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THE COURSE OF ACQUIRED DISEASE OF THE THYROID 
GLAND AND THE PRINCIPLES WHICH SEEM 
TO CONTROL ITS PROGRESS * 


By Joun Rogers, M.D. 
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THE acquired diseases of the thyroid gland are usually enumerated 
as: (1) goitre, with the subclasses of simple, solid, cystic or colloid; 
(2) cancer; (3) exophthalmic goitre; and (4) myxcedema. In addi- 
tion, but only within the last few years, some recognition has been 
accorded to functional disorders. Cancer of the thyroid will not be 
discussed here, as it does not differ from cancer of other important 
glands. It has occurred in my experience in the proportion of about 
one in two hundred and seventy-five cases of demonstrable thyroid 
disease, and has always run a rapidly fatal course. 

All other acquired diseases of the thyroid seem closely related in 
origin. Each seems to begin in the same way, but sooner or later 
to follow a different direction which terminates in one of the typical 
diseases of the gland or in one of the complications with which thyroid 
abnormalities are so often associated. There seem to be recognizable 
stages in this progress, and these stages are apparently accompanied by 
sufficiently definite and constant circumstances or conditions to explain 
at least the general nature of the pathological physiology which may 
become manifest. 

The natural course of events, in which there is an evident beginning, 
an intermediate period and a termination of thyroid disease, is much 
confused for several reasons. In the first place, the initial symptoms 
are extremely vague and common to many physiological conditions, and 
only become abnormal or pathological when long continued or ex- 
ceptionally pronounced. Next, the different stages in functional } thyroid 





*Read before the New York Saswieal Society, Pebrenry II, 1914. This 
article forms the substance of a clinical lecture given before The Alumni 
Association of the Detroit College of Medecine, May 24, 1913. 
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diseases show great variations in duration and severity ; indeed, thyroid 
disease seems capable of becoming stationary at any stage, or of alter- 
nating between one stage and the next for an indefinite period; or of 
showing more than one stage at the same time ; and almost innumerable 
complications may at any time arise and either conceal the thyroid 
disturbance or supersede it in importance; or finally, thyroid disease 
may apparently be a complication of some pre-existing malady. Never- 
theless, by comparing one condition with another, and by careful obser- 
vation of cases which subsequently develop into the typical diseases, 
it is possible to trace what seems to be the natural or regular progress 
of events when complications do not obscure it. 

The Nature or Regular Course of Thyroid Disease—Simple Goitre. 
—Goitre is generally described apart from the functional diseases of 
the thyroid, and as though it were not subject to variations in the 
activity of the secreting epithelium. But even a small amount of 
experience will show that practically every “simple” goitre, at one 
time or another, and occasionally for long periods, may be accompanied 
by signs ordinarily accepted as those indicating either under- or over- 
activity of the epithelium. There are only a few exceptional instances 
of Graves’ disease which do not present thyroid enlargement or goitre 
from the beginning to the end, and there are so many examples of 
otherwise typical myxcedema in subjects who have presented for years 
a so-called simple goitre that an increase in size of the gland seems the 
regular or natural first stage in all the acquired thyroid diseases. No 
matter what the subsequent developments may be, the enlargement 
regularly begins with a multiplication of all the glandular elements 
and is thus technically a simple hypertrophy. This may slowly dis- 
appear or persist indefinitely as a harmless disfigurement, or it may 
undergo the changes in outline and consistence which indicate the de- 
velopment of a colloid, cystic, adenomatous or fibrous goitre. These 
degenerative processes may, of course, begin so early that the regularly 
preceding stage of simple hypertrophy is not apparent, although it can 
always be assumed to have existed. 

The gross alterations in the structure of the gland may take place 
gradually and without noticeable constitutional disturbances; or they 
may increase rapidly or more perceptibly at some periods than at others. 
But contrary to the usual belief, all rapid changes in the outline or 
consistence of the gland while developing, are accompanied by at least 
some of the signs of hypothyroidism, or less often by those of hyperthy- 
roidism. Moreover, any of these so-called simple or supposedly symp- 
tomless goitres, even after they have existed for years in a quiescent 
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condition, may give rise to the severest forms of any of the functional 
thyroid diseases. 


Case I.—Simple goitre of young women. Miss J. F., age 
eighteen, was first seen January 2, 1908. She had become alarmed 
at the appearance of what her physician called a “ goitre.” Tall, 
poor muscular development, thin neck and enlargement of the 
thyroid to about triple the normal size. Skin pallid. No com- 
plaints except lassitude, weakness, anorexia, some constipation, 
and wakefulness rather than insomnia. Pulse 72, respiration 18, 
temperature 98°, blood-pressure 105, hemoglobin go per cent. 
Urine negative, menstruation regular though scanty, no dis- 
coverable abnormality other than the thyroid enlargement which 
in outline and consistence was that of a simple hypertrophy. 
There was a history of rapid growth at the age of sixteen, fol- 
lowed by the usual entrance into strenuous social activities of the 
well-to-do, with late hours and insufficient sleep. Advised a 
hygienic and simple life, with nine hours sleep each night and a 
small amount of thyroid feeding to “help out” the supposedly 
fatigued thyroid. 

May 16, 1910: Thyroid enlargement has disappeared. No 
discoverable abnormality. 

February 26, 1912: Returns with a history of several months 
of strenuous social activity and complains of fatigue after the least 
exertion, and a small cyst about one inch in diameter in the right 
lobe of an otherwise imperceptible thyroid. This was discovered 
a few days previously after a night at a ball. No other abnor- 
malities. Advised rest and hygiene and thyroid feeding as before. 

March 15, 1913: Cyst smaller and softer, and apparently in 
process of disappearance. General health excellent. 

Case II.—Simple goitre followed by exophthalmic goitre. 
Miss E. S., age fifty-three, first noted a goitre about 35 years ago 
after a year of hard study and too little sleep. This was at first 
soft and symmetrical, but gradually became firmer and more 
uneven in outline. About six years ago, after the death of her 
parents and much financial anxiety, she began to be nervous and 
have palpitation. This was cured by rest and some medication 
administered in drops (potassium iodide?), but she remained 
weak. A year ago she was forced to move from her former home, 
and soon afterward noted recurrence of the tremulousness and 
cardiac distress. She was unable to rest, and some weeks later 
detected a peculiar stare in the eyes. 

She was first seen in November, 1909, and presented the signs 
of mild but typical exophthalmic goitre with a large thyroid con- 
taining many cysts and much fibrous tissue. The exophthalmos 
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was slight. Pulse 110-120. Blood-pressure 140 to 150. She was 
given antithyroid serum for several weeks, and at the end of 6 
months recovered completely, except that the giotre remained 
unchanged. 

In June, 1913, the goitre had slightly increased in size. The 
pulse was 80 and irregular, though there appeared to be no gross 
lesion of the heart. The blood-pressure varied from 160 to 180. 
There was no consciousness of any illness or disability. 


Myxadema and H ypothyroidism.—These terms should not be used 
as though synonymous. 

The usual text-book description of myxcedema is of a chronic dis- 
ease of middle life or later, which begins insiduously with atrophy and 
not with hypertrophy of the thyroid. But it cannot be disputed that 
the disorder frequently occurs in persons who have possessed a more 
or less quiescent goitre for months or years, and that after death the 
characteristic changes in the thyroid vesicles are the same in the 
goitrous and the atrophied glands. The only difference is in the 
amount of functionless structure. The so-called typical or idiopathic 
myxcedema which begins after middle life with a primary atrophy 
of the thyroid is a rare disease in my experience, while the myxcedema- 
toid conditions which develop in long-standing goitres are very common 
and symptomatically the same. There is one noteworthy difference, 
however ; the myxcedema which occurs with goitre is generally much 
more easily relieved than the disease which is accompanied by no thyroid 
enlargement. Indeed, typical myxcedema, or that which follows 
primary atrophy of the gland, seems to be a very serious if not an 
irremediable condition. It is not the easily cured disease ordinarily 
described. Myxcedema and conditions designated as myxcedematoid 
begin gradually and at any age, but are much more common after 
than before middle life, and in women rather than men, and these con- 
ditions are encountered more often with than without goitre. Like 
other thyroid diseases the earlier it appears the worse seems to be the 
prognosis. It cannot be disputed that its gradual onset is through 
a stage of hypothyroidism, the symptoms of which show an increasing 
severity. 

Myxcedema, or a condition indistinguishable from it, thus seems 
to begin in the majority of cases or in its regular form with the simple 
hypertrophy, which constitutes the first regular stage in all thyroid 
disease. The intermediate or next stage is that of hypothyroidism, 
which terminates in the typical and fully developed disease. The 
irregular or less common form begins without the first stage, that 
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is, in an absence of the usual primary hypertrophy, but shows the usual 
incipient or hypothyroid symptoms of the second stage, and seems to 
involve a worse prognosis than when it begins with goitre. The most 
common and serious complication is a nephritis, and it is more frequent 
when the myxcedema is secondary to goitre and not atrophy of the 
thyroid. 

If recovery takes place, it is through a stage in which there is 
decreasing evidence of hypothyroidism and the usual “ goitre” dis- 
appears last. 


Case III.—Simple goitre followed by myxedema. Miss N. T., 
age twenty-two, is an adopted child of unknown parentage. 
Dysmenorrhoea from the beginning at thirteen years. At twenty, 
after a period of much study and worry, suffered from insomnia, | 
anorexia, constipation, general asthenia, and noted thyroid en- 
largement (stages of hypertrophy and hypothyroidism). During 
this period menstruation became scanty and irregular. The fol- 
lowing summer and winter, while living in the country under 
favorable hygienic conditions, the usual vigorous health returned, 
though the thyroid remained enlarged but felt soft. In the fall of 
1912, after resuming strenuous social activities, she began to note 
an increasing weakness and considerable gain in flesh and some 
diminution in the size of the thyroid. 

She was first seen February 12, 1913. Apparently well- 
nourished. Color ivory white, with slight puffiness about the eye- 
lids and marked cedema of the ankles. Thyroid enlarged to twice 
the normal size, but feels dense and firm. Pulse 60, respiration 18, 
temperature 97.6° F., blood-pressure 90, hemoglobin go per cent., 
urine negative. No other objective abnormalities. Complains of 
weakness, mental inertia, drowsiness, constipation which can only 
be relieved by drastic cathartics. Inordinate appetite. Had been 
taking thyroid in doses of 1 grain of the commercial tablet three 
or four times a day with relief. A tentative doubling of the dose 
caused palpitation and trembling without any appreciable gain. 
After some experimentation it was found that a combination of a 
I grain thyroid tablet and a 1 grain capsule of dessicated supra- 
renal powder given after meals relieved all the symptoms. 

March 21, 1913: The thyroid has become almost imper- 
ceptible and is soft instead of hard. Pulse 86 instead of 60 or 
below. Blood-pressure r1o. In the past week there has been a 
loss of three pounds, and the bowels move naturally and regu- 
larly. The cedema has disappeared. 

August 2, 1913: This marked improvement did not continue, 
and the patient seems slowly losing ground. 
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Case 1V.—The so-called primary myxedema of advanced life. 

Mrs. M. C., age fifty-four, had always been surrounded with every 

comfort, and had never been exposed to any strenuous experience. 

She was first seen in March, 1907, and presented the typical ap- 

pearance. She gave a history of gradual development of weakness 

and inability to withstand ordinary mental or physical exertion, or 
extremes of heat or cold. This had begun seven or eight years 
previously, soon after the menopause of which the asthenia was 
supposed to be symptomatic. There had, however, been much 
anxiety at this period over some family matters. There were at 
first remissions of the weakness coincident with rest and un- 
usually good hygiene (stage of hypothyroidism). Tonics and 
the best of environment and consultations failed to cause im- 
provement until Dr. M. A. Starr finally recognized the condition 
and began thyroid feeding; 14 grain (commercial) thyroid taken 
once daily produced a marked gain, but the dosage could not be in- 
creased without exciting signs of hyperthyroidism. In 1912 the 
cedema of the eyelids and ankles, and mental and physical asthenia 
began to reappear, and could not be held in check by the usual 
thyroid preparations, and a laboratory product supposed to contain 
only active thyroid proteins was tried. This succeeded much 
better, and the subjective symptoms were still held in check by 
this preparation, but the dosage has had to be gradually increased 

of late, and the ivory white color is not satisfactory; it is im- 

possible to expect that feeding any artificial product can perma- 

nently take the place of an organ which seems to be atrophying. 

Exophthalmic Goitre and Hyperthyroidism.—These terms should 
not be used as though they were synonymous. 

Exophthalmic goitre, like myxcedema, seems to be the terminal 
stage of a chronic process which begins with simple hypertrophy of 
the thyroid. Protrusion of the eyes is the last to appear of the three 
cardinal symptoms, namely, tachycardia, tremor and exophthalmos, 
which formerly were considered necessary to establish a diagnosis. 
With the exception of retro-ocular tumors or aneurisms, the only 
known cause of exophthalmos is the condition of hyperthyroidism. 
The goitre is the first sign in so large a majority of cases, and is so 
often accomplished during its inception by more or less evidence of 
hypothyroidism that enlargement of the gland, with at least traces 
of deficiency in its functional activity, must be regarded as the regular 
first and second stages of what may later prove to be typical Graves’ 
disease. The third stage, which may entirely hide the second, is marked 
by the characteristic rapidity of the pulse and the nervous irritability, 
which are generally accepted as the chief evidences of hyperthyroidism. 
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Case V.—Simple hyperthyroidism. Miss L. C., age twenty- 
eight. Her occupation as lady’s maid compelled her to pass the 
years of 1906 and 1907 with only a few hours sleep nightly and 
constant care of clothes during the day. In December, 1907, after 
an attack of grippe, her physician noted the goitre. In January, 
1908, she was weak and tired, and had early morning wakefulness. 
In May, 1908, headaches, insomnia, anorexia and constipation, or 
signs of hypothyroidism, appeared. Two competent observers 
said that at that time there was no tachycardia. In June, she 
noticed dyspnoea on exertion, palpitation of the heart and trem- 
bling. In July the headache had disappeared, but the goitre had 
become larger and the other signs of hyperthyroidism were un- 
mistakable. There was no exophthalmos. She then had a pulse 
of 120-140, with the vasomotor and nervous phenomena char- 
acteristic of her condition. There was a considerable goitre much 
larger on the right than the left side. 

August 4, 1908: Under ether, at St. Francis Hospital, I 
excised the right or larger lobe and the isthmus. There followed 
a severe reaction which subsided in the course of a week, and in 
September, 1908, she left the hospital apparently well but still 
weak and with a perceptible left lobe of the thyroid, and on my 
advice went to her home in Sweden for eight months. In June, 
1909, she returned in apparently perfect health and resumed work 
as a children’s governess. 

In November, 1911, appears with a dry cough, pulse 90-100, 
blood-pressure I10, some insomnia, constipation and weakness. | 
These symptoms followed much fatigue in the course of her duties 
as a governess. A two weeks’ vacation, with a little thyroid feed- 
ing, was followed by a complete restoration to the normal (stage . 
of mixed hypo- and hyperthyroidism). 

In January, 1913, a similiar disturbance was relieved in the 
same way. This illustrates the course of an apparently perfect 
cure of hyperthyroidism by partial thyroidectomy. 


a ener emma aE EEE 


Many cases remain for an indefinite period in the third or hyper- 
thyroid stage, and these often show alterations in symptoms ; sometimes i 
those of excessive activity of the gland predominate, and again those ' 
of deficient functionation. If recovery is to take place, however, the 
evidences of hyperthyroidism gradually grow less and usually occur 
at longer intervals, during which the symptoms of hypothyroidism are 
more or less distinct, and may not cease until the goitre or last symptom 
disappears. 

On the other hand, death may occur at any time after the beginning 
of the third or hyperthyroid stage, but it is much less common in this ! 
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than the fourth stage or that of exophthalmic goitre. The fatal end 
may come rapidly from an acute intensification of all the symptoms, or 
gradually and after years with increasing signs of myxcedema. But 
the immediate cause of death is then more frequently from one of the 
complications which occur with a rising blood-pressure. For the third 
stage, or that of chronic hyperthyroidism, if of long duration, sooner 
or later shows an increase in arterial tension, and this is accompanied 
by cardiac and nephritic and other degenerative lesions. 


Case VI.—Acute toxemic thyroidism following simple goittre. 
Miss M. R., age eighteen, was a school athlete and great basket 
ball player. After the first year of these activities, at the age of 
17, a small soft goitre was noted. She played tennis during the 
next summer without discomfort and with much energy, but tired 
easily, was constipated, and had many headaches (hypothy- 
roidism). In the fall she entered college and attempted gym- 
nasium athletics, but was forced to stop because of the constantly 
rapid heart action. At this time the headaches ceased and the 
constipation disappeared, and she was “nervous” and some in- 
somnia (stage of hyperthyroidism). 

After rest, enforced by these conditions in November, 1905, 
the pulse slowly came down to 100 or 110, and she considered her- 
self well, but seemed to have a constant slight hyperthyroidism 
and a small “ goitre.” 

On May 4, 1906, she attended a class banquet and the following 
day developed an acute gastro-enteritis. On May 5, the pulse 
began to show an alarming increase in rapidity, reaching 200 or 
more to the minute. There was severe headache, extreme restless- 
ness and a temperature of 101° to 102°. The goitre was dense and 
of small size, and there was marked pulsation in the cervical 
vessels. The headache deepened into stupor. The temperature 
increased, and death followed without the appearance of any 
exophthalmos. 

Case VII.—Chronic hyperthyroidism and death from ne- 
phritis. J. G., age fifty-six. He had worked at his business as a 
banker very hard and for many years with no vacation. During 
1899 he had many headaches and was easily fatigued (hypothy- 
roidism). He then took a month’s rest, but after resuming work 
began to be troubled with breathlessness and palpitation, and a 
small goitre was detected. He was then treated for Graves’ 
disease, though there was no exophthalmos. During the next six 
years there were periods of headache, constipation, pallor and as- 
thenia after resting, which alternated with nervousness, palpi- 
tation, dyspnoea and insomnia after times of business activity. 
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These were apparently periods of alternating hypo- and hyper- 
thyroidism. In 1906, there was considerable pigmentation, a dry 
skin. No exophthalmos, but a peculiar puffiness about the eyelids. 
A small, firm goitre. Pulse 100 to 110. Blood-pressure 150 to 
160. In 1907 the only change was a slight increase in blood-pres- 
sure to 160 or 170. Urine negative. In April, 1908, a partial 
thyroidectomy was performed in Europe, with some relief of the 
nervousness and tachycardia, but without improvement in the 
strength. In June, 1908, the blood-pressure was 180. Urine nega- 
tive. In January, 1909, there were still slight evidences of hyper- 
thyroidism and the blood-pressure about the same, but the urine 
showed casts and traces of albumen. The blood-pressure varied 
between 200 and 230. There was no exophthalmos. During the 
following six months there was a gradual loss of strength and 
uremia finally developed and after a few days terminated fatally. 


Though regularly produced by hyperthyroidism, exophthalmos is 
not by any means a constant result of it. In my experience it is en- 
countered in not more than 25 per cent. of the total number of 
individuals who give signs generally accepted as those indicating a 
greater than normal activity of the gland. Hence the necessity of the 
term hyperthyroidism ; as ordinarily used it seems to imply an incipient 
condition which may result in one of a more serious nature. Exophthal- 
mos appears after and not before the other symptoms, and when it 
occurs marks the incidence of the fourth stage, or that of typical 
exophthalmic goitre. 

The fourth stage of the disease, or that of the typical Graves’ 
disease, is marked by a gradual and generally intermittent development 
of its distinguishing symptom. After its appearance the hope of re- 
covery is distinctly less than before, and the probabilities of the 
development of complications is greatly increased. If the exophthalmos 
is only moderate and of recent development, a restoration to a com- 
pletely normal state may take place. But the more pronounced the 
symptom and the longer it has existed the less is this hope. 

If recovery is to follow, the exophthalmos only subsides first when 
it has been slight or intermittent or of recent occurrence; next, there 
is the same retrogression through the stage of hyperthyroidism and 
the mixed stage of hyper- and hypothyroidism. Then follows a gradual 
predominance of hypothyroidism and possibly some enlargement and 
softening of the goitre, until after months or years this last symptom, 
or goitre, disappears. More frequently, at least some traces of the 
exophthalmos persist and even outlast all other signs, including the 
enlargement of the thyroid. But if this abnormality persists long 
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enough there will almost certainly follow a rising blood-pressure and 
its attendant dangers. A glycosuria may appear, and is a dangerous 
complication. A psychosis has occurred often enough among my 
cases to receive mention as a not infrequent complication, especially 
of the fourth stage. 


Case VIII.—Simple goitre, hypothyroidism, hyperthyrotdism, 
exophthalmic goitre. Mrs. H. H., age twenty-eight, has always 
been nervous and has suffered from childhood with frequent head- 
aches and bilious attacks. During the latter months of her first 
and only pregnancy six years ago she apparently had some toxz- 
mia with albuminuria, but bore her child without accident at full 
term. In 1909, this child had anterior poliomyelitis and the mother 
took charge of her alone night and day, and suffered great fatigue 
and anxiety for many months. When the child began to recover, 
in December, 1910, a goitre was noted in the mother, who com- 
plained of weariness, constipation and much headache (hypo- 
thyroidism). In February, 1911, the mother had another period 
of anxiety, and the goitre enlarged and palpitation and dyspnoea 
on exertion became troublesome. About this time the headaches 
subsided and insomnia was more or less constant. 

May 11, 1911: Typical hyperthyroidism. Large firm goitre, 
tremor. Moist and flushed skin. No exophthalmos. Pulse 120 to 
130. Blood-pressure 130. The treatment consisted of a few 
injections of antithyroid serum, and a carefully regulated and 
hygienic mode of life. 

May, 1912: Apparently a perfect cure with the exception of 
a small soft goitre. 

June, 1912, was passed in very strenuous social experiences 
with dancing and late hours. 

July 2, 1912: Appears again with typical hyperthyroidism; no 
exophthalmos. Antithyroid serum tried, but no benefit followed. 

July 15, 1912: During the past two weeks her child had been 
ill, and again caused her much anxiety and now exophthalmos is 
distinct after exertion or excitement. While quiet in bed it is not 
apparent. 

July 25, 1912: The condition seems worse. Pulse 130-140. 
Goitre firmer. Expansile pulsation in cervical vessels and ex- 
ophthalmos seems constant and more pronounced. 

July 31, 1912: Novocaine-adrenalin anesthesia. Right su- 
perior thyroid vessels tied and cut, and tip of right lobe excised. 
Left inferior artery ligated and not cut. 

August 7: Novocaine-adrenalin anesthesia. Left superior 
vessels cut and tip of left lobe excised. Right inferior artery 
ligated. 
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August 25: Considerable reaction followed these slight opera- 
tions, but it gradually subsided. 

October, 1912: Pulse 110-120. Exophthalmos somewhat 
improved. Goitre soft. Blood-pressure 120. Complains only of 
weakness, of growing fat, has gained 15 pounds. 

May, 1913: Pulse still irritable, but when patient is at rest 
pulse is 80 to 90. Exophthalmos only perceptible after exertion. 

October, 1913: No trace of any abnormality except a slightly 
enlarged left thyroid lobe. 


As in the previous stage, death may occur at any time and acutely 
in this fourth period, with an intensification of all symptoms or slowly 
after the elapse of years. Under the latter conditions there is almost 
invariably a gradual rise in the arterial tension. With it there regularly 
occur degenerative lesions of the heart which supersede the regular 
signs of hyperthyroidism until these become unrecognizable. Their 
place is taken by a myxcedematoid state, or one of hypothyroidism, and 
all that remains to recall or suggest the original difficulty is the 
exophthalmos. Though this termination is manifestly not typical 
exophthalmic goitre, it is the regular terminal, or fifth stage, of the 
process which passes through the four preceding stages. 


Case [X.—Termination of chronic exophthalmic goitre. Mrs. 
A. F., age fifty-two, was said to have developed exophthalmic 
goitre about fifteen years ago. She was first seen in November, 
1907. There was very pronounced exophthalmos, an ivory-white 
pallor, much cedema about the legs, a moderate-sixed, hard goitre 
of uneven outline, enormously dilated cervical veins and very 
marked pulsation in the cervical vessels. Heart dilated, many 
abnormal sounds; apex in the anterior axillary line. Pulse ex- 
tremely irregular and varying between 60 and 150. Blood-pres- 
sure (systolic) 180-220. Urine contains a large amount of al- 
bumin and casts. This patient for the past six months had shown 
considerable mental deterioration, and required the constant 
care of two nurses. The mentality rapidly failed, and death took 
place apparently from urzmia, in January, 1908. 


The disease rarely takes another form and develops without any 
appreciable enlargement of the thyroid. The stage of goitre and 
hypothyroidism does not occur, and that of hyperthyroidism appears 
to develop rapidly or even suddenly, and may or may not be accom- 
panied by more or less pronounced exophthalmos. This course of 
events is exceptional, but when it takes place without enlargement of 
the thyroid, or with but slight enlargement and that after the appear- 
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ance of the other symptoms, the disease is generally of unusual severity, 
as is the case with acute toxzmic thyroidism, and it is exceptionally 
difficult to relieve by methods which are successful with hyperthy- 
roidism in the presence of goitre. In other words, a condition in which 
there is great enlargement of the gland and signs of its excessive 
activity seems less to be feared than a similar condition with little or 
no enlargement of the gland, and the same is true of the typical myxce- 
dema in which no perceptible goitre has occurred. 

All the acquired diseases of the thyroid with the exception of 
cancer, thus seem to begin with a simple hypertrophy which is ap- 
parently physiological and not pathological and is accompanied by 
more or less distinct signs of hypothyroidism. If thyroid disease is to 
follow, it advances from this point to the different forms of simple 
goitre: or through intensification of the signs of hypothyroidism with a 
decrease or increase in the size of the “ goitre” into myxcedema; or 
through a more or less rapid change of the signs of hypothyroidism 
into those of hyperthyroidism to which the symptom of exophthalmos 
finally, in the more severe cases, may be added. If exophthalmic goitre 
lasts long enough, a myxcedematoid state follows. Any simple goitre 
which has existed, perhaps for years without the accompaniment of 
disturbances in other organs, may give rise to hypo- or hyperthyroid 
symptoms and develop into myxcedema or exophthalmic goitre. 

Recovery from hyperthyroid conditions may take place from any 
stage except the last, or fifth, stage, and the prognosis seems better 
in the presence of goitre than when this symptom is absent. The 
prognosis is much worse after the development of exophthalmos than 
before, as over 84 per cent. of the deaths in hyperthyroid conditions 
in my experience have occurred in cases which have presented this 
symptom, and the more pronounced it is the worse is the outlook both 
as regards disabling complications and the duration of life. 

If recovery takes place, it is gradual and through a retracement of 
the steps which mark the advance in the disease. Restoration to health 
after the development of hyperthyroidism always passes through a 
period in which hypothyroid symptoms alternate with those of hyper- 
thyroidism until they gradually supersede and entirely displace the 
latter. After the development of exophthalmic goitre this course 
toward recovery through an alternating hypo- and hyperthyroidism, is 
often marked by the persistence of the exophthalmos, even after the 
goitre and every other abnormal sign has subsided. With this excep- 
tion, the enlargement of the gland is the last of all the signs of thyroid 
disease to disappear. 
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Irregular Functional Diseases—The irregular types of thyroid 
disease can, for the most part, be classified in two groups. In the first, 
and probably most numerous group, one or more of the usual symptoms, 
especially the goitre, are lacking, while the nervous and cardiac 
irritability are present constantly, or at frequent or irregular intervals. 
The difficulties in diagnosis are often considerable, and the relative 
importance of the thyroid in the disturbance may be a matter of 
opinion. Under these conditions it should be recalled that a perceptible 
enlargement of the gland is of great assistance in identifying thyroid 
symptoms, for it must be conceded that any gland in which the isthmus 
or a portion of a lobe is perceptible to sight or touch, is larger than 
normal and so has undergone simple hypertrophy. The next stage in 
functional thyroid disorders should regularly be manifested by signs of 
hypothyroidism, and the next succeeding this may be either myxcedema 
_or hyperthyroidism, and then exophthalmic goitre. It must also be 
recalled that either hyperthyroidism or exophthalmic goitre, if they 
continue long enough, may terminate in a condition which is essentially 
that of myxcedema; or if hyperthyroidism shows a tendency to retro- 
gress and improve, it passes through a stage in which signs of hypo- 
and hyperthyroidism alternate. When these facts are borne in mind 
it becomes possible to identify many obscure cases. 

This group in which the goitre is absent or an inconspicuous 
symptom, as stated previously, seems to have a worse prognosis than 
the regular group in which enlargement of the gland is marked. 

The second, and less numerous group, generally presents an un- 
mistakable goitre or thyroid enlargement, but the other symptoms are 
not from organs regularly and prominently involved in either hypo- 
or hyperthyroid conditions. The most noticeable abnormalities pertain 
to the central nervous system, and are manifested in headaches, or 
nervous irritability; or a psychosis, or a mental and physical asthenia 
out of proportion to the state of apparently good nutrition. Less often 
there are pronounced valvular lesions in the heart, or occasionally 
there is an unexplainable constipation or diarrhcea. The symptoms 
and the results of treatment in this second group suggest that the more 
or less slight evidences of thyroid disease are the result and not the 
cause of the more prominent difficulties. But where thyroid symptoms 
can be detected their course is through the stages which mark the 
regular progress of events in either hypo- or hyperthyroid conditions. 

In addition to these two groups of irregular disturbances in which 
the thyroid seems to participate symptomatically, there is sometimes 
described a third group under the designation of “ dysthyroidism.” In 
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my opinion, this term should be restricted to cases which present an 
obvious enlargement of the gland limited to some particular portion 
of the organ, and who complain of headache or other symptoms not 
directly traceable to the thyroid and constant or intermittent disturb- 
ances having some of the characteristics of either hypo- or hyperthy- 
roidism. If in these cases the complaints can be relieved or cured by 
extirpation of the diseased area in the thyroid, it is fair to assume 
that the abnormal tissue gave origin to some peculiar substance which 
differed from the normal thyroid product and so caused the symptoms. 
The localized disease seems to act like a retention cyst which occasion- 
ally allows its pathological contents to leak into the circulation. I have 
seen a few cases of this kind in which intermittent or remittent head- 
ache was the predominant complaint, and after removal of the cyst or 
tumor from the thyroid the pain has been sometimes, but not always, 
or not permanently, cured. Three other cases in which symptoms like 
those of paroxysmal tachycardia were the most distressing, seem to 
have been more or less completely relieved by excision of the cystic or 
adenomatous area in the thyroid together with simultaneous ligation of 
its two superior vessels. 

Symptoms of Hypo- and Hyperthyroidism.—As the most important 
or “ regular” directions in which thyroid disease seems to advance or 
recede are marked, by signs of hypo- or hyperthyroidism, it is useful to 
review these in contrasting columns. Each has been learned from ob- 
servations upon its terminal stages or myxcedema and exophthalmic 
goitre, and this knowledge has been gradually supplemented by ex- 
periences with thyroid feeding. In the interpretation of symptoms, 
however, the results of thyroid feeding must be accepted with caution, 
because if the evidently honest reports which are abundant in literature 
are to be believed, there is almost no symptom or condition which has 
not been relieved by this means. 

It is generally agreed that evidences of hypothyroidism are to be 
found in dryness and pallor of the skin and hair and often some loss of 
hair; in a marked and otherwise unexplainable asthenia; in some 
headache and defective functionation of the brain and gastro-intestinal 
tract; in a blood-pressure below 120 mm. of mercury; in a subnormal 
temperature and slowly decreasing activity of the heart and respiration. 

The signs of hyperthyroidism are mostly those of excessive activity 
in the sympathetic nervous system. It is now believed that any degree 
of constant tachycardia not otherwise explainable is the most reliable 
evidence of more than the normal activity of the thyroid. The ac- 
cessory and confirmatory symptoms which are accepted are a moist 
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skin; nervous irritability and a peculiar asthenia which is similar to 


that of hypothyroidism. In both 


hypo- and hyperthyroid conditions 


there is a mental and physical inability to withstand ordinary fatigue, 
which is possibly the most constant sign of all thyroid disease. 


As indicated in the outline of 


the course of these maladies, there 


is a considerable difference in their early and late manifestations. 


EARLY STAGES OF 


HYPOTHYROIDISM. 
1. Goitre of any size but soft. 
2. More common in women 
during transition periods of 
life. 


Skin. 
1. Pallid and dry. 
2. Loss and dryness of hair. 
3. Finger nails brittle. 
4. Subcutaneous fat abundant, in- 
creasing. 


Alimentary Tract. 
1. Mouth dry. 
2. Tongue pale or coated. 
3. Anorexia. 
4. Intestinal fermentation. 
5. Constipation. 


Circulatory System. 
1. Normal pulse rate. 
2. Blood-pressure 110-115 mm. 
Hg. 
3. Blood count normal. 
4. Slight anzmia. 
5. Temperature slightly subnor- 
mal. 


Respiratory Tract. 
1. Respiratory rate less than 20 
per minute. 


Nervous System. 
1. Incapable of sustained effort. 
2. Some headache. 
3. Insomnia after 2 or 3 A.M. 

4. No tremor. 


HYPERTH YROIDISM. 
1. Goitre firmer. 
2. The same. 


Skin. 
1. Moist and flushed. 
2. Hair fine and oily. 
3. Normal. 
4. Normal or decreasing. 


Alimentary Tract. 
1. Abundant saliva and mucus. 
2. Normal. 
3. Appetite excessive. 
4. Digestion good. 
5. Bowels move more than once 
daily. 


Circulatory System. 
1. Accelerated. 
2. From 120-130. 
3. Inconclusive but may be lym- 
phocytosis. 
4. Hemoglobin normal. 
5. Slightly above normal. 


Respiratory Tract. 
1. From 20-24. 


Nervous System. 
1. Overactive and excitable. 
2. None. 
3. Insomnia before 2 or 3 A.M. 
4. Tremor present. 
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Gentto-Urinary System. Gentto-Urinary System. 
1. Sexually apathetic. 1. Excitable. 
2. Urine pale and specific gravity 2. High colored and above 1020. 


below 1020. 
Musculature normal but incapable Muscular reflexes exaggerated. 
of sustained activity in all func- 
tional thyroid disease. 


LATER STAGES OF 


HYPOTHYROIDISM. HYPERTHYROIDISM, 

1. Goitre small and firm or 1. Goitre of any size. 
absent. 

2. Incidence same as in early 2. Same. 
stages. 

Skin. Skin. 

1. Pallor, ivory white, dry and 1. Pigmented and moist only after 
thick, flush on malar promi- exertion or excitement. 
nences, cedema of ankles. 

2. Hair dry and scanty. 2. Hair fine and moist. 

3. Puffiness of eyelids. 3. Exophthalmos in about 25 per 


cent. of cases. 


Alimentary Tract. Alimentary Tract. 

1. Mouth dry. 1. Slight salivation. 

2. Tongue pale or coated. 2. Tongue normal. 

3. Marked anorexia, intestinal 3. Excessive appetite, normal di- 

fermentation, constipation. gestion, bowels loose. 

4. None. 4. Thirst marked. 
Circulatory System. Circulatory System. 

1. Slow pulse. 1. Tachycardia. 

2. Blood-pressure below IIo. 2. Above 130. 

3. Blood shows some anzmia. 3. Some lymphocytosis. 

4. Temperature 96° to 97°. 4. Above 98.5° to 100° or more. 
Respiratory Tract. Respiratory Tract. 

1. Respiratory rate below 18. 1. Above 22. 

2. Some cough, which may be 2. None. 


very pronounced. 


Nervous System. Nervous System. 
1. Mentally dull and apathetic. 1. Excitable and unstable. 
2. Much headache. 2. None. 
3. Insomnia variable. 3. Insomnia constantly. 
The musculature shows an increas- Muscles show increased reflexes, 
ing inability to withstand fatigue. atrophy common in the interossei 
of the hand. 
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This outline of what appears to be the regular or natural course of 
thyroid disease is useful for prognosis. If the little which is known of 
the physiology of the gland is compared with the progress of events 
and their attendant circumstances and conditions, it is possible to trace 
what appears to be the cause of the abnormalities and to understand at 
least the general nature of the resultant disturbances. Reasonabic 
therapeutics can then be planned. 

The Physiology of the Thyroid.—During recent years very few new 
facts have been added to the little which is known of the physiology of 
the thyroid. Its function is generally conceded to be confined to the 
production of its secretion. Several substances all containing iodine 
have been isolated from the gland, and all seem capable of producing 
some effect when administered to animals. But no single ingredient 
has been identified as the active principle of the secretion. In brief, 
there is no reasonable doubt that the biochemistry of the thyroid 
epithelium combines iodine with some organic material into a product 
which is a necessity in the biochemistry of growth and development in 
general, and of the genital organs in particular, especially those of the 
female; also, that the thyroid secretion is an important participant in 
the biochemistry underlying the activities of the central nervous sys- 
tem, the heart, liver and probably the gastro-intestinal tract and respira- 
tory organs. There is every reason to believe that the thyroid product 
has some quantitative relationship to the activity of all these organs, 
and that the activity of the thyroid varies in amount according to the 
needs of any organ or group of organs. These needs must be ex- 
pressed to the thyroid through the sympathetic or only demonstrable 
nerve supply of the gland, or through hormones circulating in the 
blood, or both. 

As the most apparent action of the thyroid lies in its stimulation 
of metabolism, or in the increase of chemical processes which have 
the effect of increasing nutrition, it is possible for the present to 
classify the thyroid as an organ concerned chiefly in the production and 
expenditure of energy, or more briefly as an organ of nutrition. This 
designation serves at least as a partial answer to the queries presented 
by the therapeutic probiems when the gland is diseased. It also helps to 
explain the adjective “ nervous,” which is constantly used to indicate 
some of the most striking characteristics of patients afflicted with 
thyroid abnormalities. As ordinarily employed, the adjective 
“nervous ” qualifies a personality or central nervous system which is 
more than usually sensitive to environment, and hence one which 
responds to all external and internal stimuli with more than the usual 
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rapidity and thus requires the production and expenditure of more than 
the normal average amount of energy. If the thyroid, as seems true, 
can be classified with the organs of nutrition, it must be more or less 
constantly active to maintain a “ nervous ”’ person in health. 

The association of iodine with the physiological activity manifested 
by the different substances which can be isolated from the gland is strik- 
ing. The effects produced by the administration of any of these bodies 
seem roughly to vary in direct proportion to their iodine content. In 
conditions of hyperthyroidism, however, it is well known that the 
amount of iodine per gramme of gland substance is less than the 
normal amount, and the smaller this proportion the more severe as a 
general rule are the clinical symptoms. I have recently aided in demon- 
strating that electrical stimulation of the nerve supply of the gland 
produces a loss of iodine which increases with the duration and amount 
of the stimulation. In man, the only demonstrable nerve supply of the 
gland is a filament which arises from the superior cervical ganglion of 
the sympathetic, and follows approximately the course of the superior 
thyroid vessels and enters the gland near them. Sympathetic filaments 
also enter the gland in the walls of the arteries, and can be found 
around each alveolus. 

Some of the more recent experiments are generally accepted as 
confirming the interdependence chiefly of the thyroid, pancreas and 
adrenal-sympathetic or chromaffin system, and clinical observation 
for the most part has added to these the pituitary and thymus. The 
thyroid and the adrenals seem capable of mutual stimulation or activa- 
tion, and both give evidence of some inhibition upon the pancreas. 
The pancreas in turn seems to inhibit the activity of the other two 
glands. The thymus also seems to present some inhibitory effect upon 
the chromaffin system. The frequent association of the pituitary, as 
in acromegaly, with goitre is apparent. The latest theory of disorders 
referable to these ductless glands revives in part the earlier conceptions 
of a primary neurosis of the sympathetic system, and includes the 
cranial and visceropelvic autonomic nerves. These constitute the 
visceral nervous system, and the parts arising from the medulla are 
the third, seventh, ninth, tenth and eleventh cranial nerves which are 
often involved in cases of thyroid disease. Von Graef’s sign, or the 
retraction of the lids, manifested by inability of the upper to follow 
the lower lid in closing the eye; Stellwag’s sign, or the “ staring’ 
eyes; and Moebius’ sign, or inability to converge the axes of the 
eyes, and the contracted or dilated pupil, the lachrymation and the not 
infrequent ptosis are all referable to an increased or decreased “ tonus ” 
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in the third nerve. Exophthalmos was once thought to be due to 
excitation of the superior cervical ganglion of the sympathetic, but the 
evidence at present seems in favor of its production by retro-ocular 
cedema. The abundance of the oral secretions, sometimes amounting 
almost to salivation, is traceable to glandular activation through the 
seventh nerve. Dryness of the mouth and pharynx, which may cause 
an otherwise unexplainable cough, is sometimes present in hypothyroid 
conditions and may be due to a paresis of the glossopharyngeal. 1 have 
recently seen one case of irregular hyperthyroidism with a painful 
soft hypertrophy of the circumvallate papillz, and it seems explainable 
through some undue activation by the ninth nerve. Some cases of 
hyperthyroidism show an increased tonus or activity in the tenth nerve, 
and others the opposite condition. I once observed a case of typical 
severe exophthalmic goitre in which the tachycardia, after the admin- 
istration of a few drops of potassium iodide solution, rapidly changed to 
a bradycardia with great exaggeration of the precordial impulse. The 
pulse rate altered within twenty-four hours from 140 to 70, and the 
following day had dropped to 40. After this rate had persisted 
a short time, the patient suddenly died. No autopsy was permitted. It 
appeared like an exaggeration of the normal tenth nerve effect. 

The visceral nerves seem to convey opposing influences in different 
fibres, and practically all of the symptoms of functional thyroid disease 
can be traced to inhibition or excitation of the different organs by these 
impulses. If each of the ductless glands activates or inhibits some 
particular group of nerve fibres, at least a part of the relationship and 
interdependence of these organs becomes apparent. 

Some recent experiments of Gudernatsch? demonstrate most con- 
clusively the interdependence of the thymus and thyroid, and the 
necessity of the thyroid in developmental processes. By feeding 
thyroid to tadpoles he has thus been able to change the creature almost 
immediately into the fully developed frog. But by withholding thyroid 
and feeding thymus the metamorphosis is entirely prevented. That the 
thyroid must be active during the metamorphosis of childhood into 
adolescence and maturity seems thus proved. 


THE APPARENT CAUSE OF THYROID ABNORMALITIES 


An abnormality of the thyroid means a simple hypertrophy of the 
gland, or the later solid or cystic degenerations which may take place, 
or any condition of hypo- or hyperthyroidism. When these ab- 
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normalities advance from a less to a more severe stage, as described pre- 
viously, there is always active functionation of one or more organs which 
are known to be in some degree dependent upon the thyroid. If there 
is more than the usual amount of activity in the nervous and vascular 
systems, or in the liver, or organs of the digestive or genital tracts, 
any preexisting thyroid abnormality is regularly. intensified, and when 
these activities abate or cease there is regularly a corresponding relief 
of the thyroid symptoms. This means that conditions or circumstances 
which require active metabolism and a considerable production and 
expenditure of energy intensify all thyroid abnormalities. That they 
cause these abnormalities to begin in only a comparatively few in- 
dividuals seems due to variations in the vital capacity of different 
thyroids, or to the variable amounts of energy which different indi- 
viduals expend under corresponding conditions and circumstances. 
For the “nervous” person seems peculiarly subject to either the de- 
velopment of any thyroid abnormality or after its development, to its 
intensification. All thyroid abnormalities, as stated above, seem 
regularly to begin with simple hypertrophy, which is most reasonably 
interpreted as a multiplication of all the glandular elements to com- 
pensate for demands for a greater amount of thyroid secretion than 
the gland of natural size can supply. Activity in any organ is normally 
followed by fatigue and, at least, partial cessation of function. In the 
case of the thyroid, the presumable compensatory hypertrophy which 
seems to be the first regular response to active functionation in the 
production and expenditure of energy, should be followed by fatigue 
and deficient functionation. This seems to be represented by the 
manifestations of hypothyroidism, or the second regular stage in thyroid 
disease. The other or later stages are apparently only evidences of a 
more intense degree of the same fatigue, although the reasons which 
cause one thyroid to undergo colloid or cystic or fibrous degeneration 
and another to undergo the changes and give rise to the symptoms 
of either myxcedema or exophthalmic goitre, are entirely unknown. It 
seems possible, however, that the different directions in which thyroid 
abnormalities may advance are in some measure determined by the 
behavior of the fatigued thyroid epithelium in its attempt to metabolize 
iodine. In myxcedema, the epithelium atrophies, and in hyperthyroid 
conditions it multiplies too rapidly and disintegrates, while the cystic 
goitres may involve a mechanical problem. Many of the latter forms 
of goitre evidently develop from more or less sudden hemorrhages 
into the substance of the gland. It is not impossible that the phenomena 
of hyperthyroidism involve some vicious circle in which the adrenals 
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or cells of the chromaffin system participate aid affect the biochemical 
activities of the thyroid epithelium. 

If fatigue is the ultimate or primary cause of all thyroid ab- 
normalities, as seems probable, it then becomes possible to understand 
these disorders. When thyroid abnormalities appear in childhood their 
origin can be traced to the need of thyroid secretion to provide for 
rapid growth and development, especially if the brain is at the same 
time actively functionating. If one occur in a “ shopgirl” or school 
teacher or trained nurse, it is presumably the result of excessive ex- 
penditure of energy by many organs, already taxed to their limit for 
maintaining the nutritional and metamorphic processes of young 
womanhood. Pregnancy, infectious diseases, traumatisms and many 
other conditions or circumstances may thus originate or intensify 
thyroid disease. Endemic goitre need not be excepted, if only it can 
be regarded as beginning with a primary hypertrophy to compensate 
for excessive or unusual demands for thyroid secretion on the part 
of the liver or digestive tract or some other organ which must be 
active to dispose of the ingested bacterial or colloidal poison apparently 
proved to be its ultimate cause. 

Surgical Problems of Hypothyroidism.—These arise in practically 
every case of goitre. The symmetrically enlarged soft glands typified 
in the “ simple goitre of young women ” are usually regarded as present- 
ing no indications for operation. There is a general belief that the 
hypertrophy is to compensate for some demand of unknown source for 
an increased amount of secretion, and that excision of half the organ 
cannot benefit and may damage the apparently normal processes. If, in 
spite of rest, the goitre enlarges, ligation of the two superior vessels 
should be preferred to excision. Localized cysts or tumors are a 
different matter. If they show no tendency to enlarge and produce 
no symptoms, the operative indications are merely cosmetic. If they 
are multiple their excision may involve the sacrifice of enough normal 
tissue to interfere more or less seriously with the functional capacity 
of the gland. Should, however, any localized cyst or tumor show a 
tendency to enlarge its removal is proper, if only because of its 
pressure upon the surrounding normal thyroid epithelium and its con- 
sequent interference with function. Pressure upon adjoining important 
structures is generally accepted as a positive indication for operation. 

The relationship of localized enlargement of the thyroid to the 
symptoms, sometimes described as those of dysthyroidism, has been 
referred to previously. These symptoms, if subjective only, may or 
may not be relieved by removal of the tissue which is supposed to 
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produce a diseased secretion. But to prevent relapse, some organ 
therapy, generally thyroid feeding, has, in my experience, been sub- 
sequently helpful. The excision of any goitre ought, theoretically at 
least, to be accompanied by the sacrifice of as little normal gland 
as possible, and should be by enucleation rather than thyroidectomy ; 
and during convalescence thyroid feeding, if it produces no ill effects, 
is logical. 

Treatment of Hyperthyroidism.—The treatment of hyperthyroidism 
by the removal of one lobe or one lobe and the isthmus of the diseased 
gland can undoubtedly yield perfect and lasting cures. These, accord- 
ing to statistics which include hundreds of patients, amount to between 
50 per cent. and 75 per cent. of all the cases so treated. The mortality 
from the operation is between 1 per cent. and 6 per cent., but would 
probably appear as higher if the statistics of all operations were obtain- 
able. The hesitation in the general acceptance of this radical treatment 
is not only because of the mortality risk but also because of the un- 
certainty in the result, as at least one out of every four or five patients 
is not definitely cured. Knowledge of the causation and pathology of 
the disease is not yet sufficient to safely select the cases. I have ob- 
served, and have more or less complete records of, sixty-two patients 
who have applied for relief after one or more partial thyroidectomies. 
The condition of the majority of these individuals was comparatively 
good and they seemed to have been at least improved by the operation. 
Only the minority had failed to show any benefit and a considerable 
part of this minority stated that they were worse than before the 
operation. An analysis of all these cases, however, has failed to yield 
any very definite rules for avoiding poor results. Thirty-eight, for 
example, showed the presence of exophthalmos, and twenty-four did 
not, though some of them said that it was present formerly. Tachy- 
cardia was present and so had not been relieved in thirty-five. Eight 
of these, after receiving little or no benefit from my efforts, were later 
subjected to more extensive thyroidectomy, and five were thus cured 
of their rapid heart action. If enough of the gland is ultimately 
removed, or removed in successive stages, the pulse rate can evidently 
be reduced, but it probably cannot be reduced by removing more than 
two-thirds of the gland at once. 

I assisted several years ago in an almost complete thyroidectomy 
for moderate hyperthyroidism, which the operator performed with great 
skill and gentleness. The patient, however, died thirty-six hours after- 
ward with the usual extremely rapid pulse. Little or no secretion could 
have been pressed out of the gland, and practically no gland remained ; 
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hence it seems impossible that the tachycardia is directly traceable only 
to the excessive amount of the thyroid product. Six of these eight 
cases, or all I afterward saw, though presenting no appreciable objective 
abnormality, did not consider themselves well. They were decidedly 
asthenic rather than neurasthenic. 

The worst results in these sixty-two cases seemed to have occurred 
in subjects who were operated on before they had attained their 
maximum growth and development ; that is, before the age of twenty- 
five, and in those who had small goitres. The patients who described 
their goitres as symmetrical before the operation were apparently more 
subject to relapses than those who had the enlargement more on one 
side than the other. These statements are not, however, entirely trust- 
worthy, and in many of the earlier cases were not inquired into. In 
respect to the more indefinite signs, those who presented the extreme 
manifestations of “ nervousness,” which has been defined above as 
marked sensitiveness to environment, seemed most prone to bad results. 

All of the sixty-two cases complained of a greater or less amount 
of asthenia, or inability to expend the normal amount of mental and 
physical energy, and a considerable majority showed a blood-pressure 
above 140 mm. of mercury, and it is noticeable that the few I have 
been able to follow have from year to year shown a more or less 
steady increase in their blood-pressure. A large proportion of these 
cases have shown some signs which I interpret as those of hypothy- 
roidism, although many in conjunction with the hypothyroidism have 
presented a more or less constant tachycardia. 

With the exception of the few successful, or partially successful, 
secondary thyroidectomies, the only treatment which I have found 
beneficial for these cases has been rest in combination with organ 
therapy. The most frequently useful organ, especially for those 
with high blood-pressure, has been the adrenal proteins which contain 
no adrenalin. The pituitary, the thymus or the pancreas have seemed 
indispensable for the relief of others. The indications for the par- 
ticular organ cannot be clearly described and have practically been 
ascertained by experiment in each case. A few seemed most relieved 
by a combination of thyroid with some other organ feeding. 

Of the sixty-two poor or bad results of partial thyroidectomy for 
hyperthyroidism, my own contribution has been only nine, but this is 
too large a proportion of my cases to be at all satisfactory, as I have 
been an opponent rather than advocate of the operation. The im- 
pressions derived from these experiences can be summed up as follows: 
That partial thyroidectomy is to be especially avoided in patients who 
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have not completed or have just completed their growth and develop- 
ment; that it is to be avoided in symmetrically enlarged thyroids as 
these seem peculiarly prone to relapse even after a considerable period ; 
that it is to be avoided in subjects of the very “ nervous ” type; that 
patients with marked exophthalmos of long duration bear any operation 
badly and can seldom be more than moderately improved. 

At the outset of my experience the antithyroid serum seemed a 
simple solution of the problems presented by hyperthyroid symptoms. 
The serum is made by injecting rabbits or sheep at intervals for about 
six weeks with the proteins obtained from the human thyroid gland. It 
was designed to inhibit the excessive activity of the thyroid epithelium 
and to neutralize its product. But at the end of a few years the results 
showed only 15 per cent. or 20 per cent. of perfect cures, and some 
50 per cent. of more or less marked improvement. There was a con- 
siderable percentage of failures and relapses, and among these a 
mortality of about 8 per cent. These statistics included all types of the 
abnormal process, and I had not then learned to differentiate it into 
the stages which seem to represent both its degree of severity and the 
other organs which may be primarily or secondarily involved. 

The mortality in untreated cases is variously estimated as between 
5 per cent. and 10 per cent. as a more or less direct result of the 
hyperthyroidism and, therefore, the mortality of cases treated by the 
antiserum cannot be regarded as caused by it. The serum may, how- 
ever, be injurious, if its administration is continued in spite of manifest 
intensification of the symptoms. But this antiserum presents obvious 
and practically insurmountable difficulties, not only in the limitation of 
the supply, but in the limitation of its usage to certain types of the 
disease. It is extremely beneficial in the early and uncomplicated cases 
of hyperthyroidism, and has proved almost a specific in the rare in- 
stances of early acute toxemic hyperthyroidism. But it is beneficial 
or curative for only a few of those who show the symptoms of ex- 
ophthalmic goitre, or the presumably later and more severe and com- 
plicated thyroid fatigue. 

The majority of patients who suffer from hyperthyroidism, as 
ordinarily encountered, have passed far beyond the earlier and more 
easily relieved conditions, and it is, therefore, necessary to supplement 
or supplant entirely the antiserum by measures which, with the prevail- 
ing conceptions of the disease, are practically more capable of gen- 
eral application. 

The interruption of the blood and nerve supply of the gland seemed 
safer than thyroidectomy, and in conjunction with antiserum and 
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organ therapy appeared to offer a better prognosis. The results have 
proved its great advantages over the serum treatment alone, but have 
been extremely difficult to compare convincingly with the results of 
radical thyroidectomy. 

Two hundred and eight cases (before August, 1913) have been 
treated by the ligation and division of one or more of the thyroid 
vessels which must include the nerve supply of the gland, and among 
these have been four operative deaths. One from the ligation of one 
superior group of thyroid vessels; one from the simultaneous ligation 
of the two superior and one inferior vessels. Both of these cases were 
operated upon under local novocaine-adrenalin anesthesia. The other 
two deaths followed the ligation of the two superior groups of thyroid 
vessels under general anesthesia. All four of these cases were severe 
types of the exophthalmic stage of the disease. In addition, there have 
been two deaths at remote periods, or one year and two years after 
the operation: one from the accidental ingestion of a poison, and one 
from pneumonia; both of these were exophthalmic cases who had 
made an almost perfect recovery after the ligation of both superior 
and both inferior vessels. Eighty-four per cent. of the deaths among 
all the cases of hyperthyroidism which have come under my observa- 
tion have presented to a greater or less degree the symptom of 
exophthalmos. 

The condition, or what is here assumed to be the stage, of hyper- 
thyroidism represented by exophthalmic goitre is seldom perfectly 
cured by any method of treatment, and in an attempt to improve upon 
these results I have practised under local anesthesia in two stages 
the ligation, and generally the division of all four of the chief thyroid 
vessels in a considerable proportion of these cases, and there has 
occurred no resultant myxcedema or other disastrous results. It was 
hoped that the quadruple ligation would not have to be supplemented 
by any other treatment, but later experience has proved that about 
half of the cases would improve up to a certain point and then remain 
stationary in a stage of ill health characterized chiefly by nervous 
irritability and asthenia, and a blood-pressure above 140 mm. of 
mercury. The tachycardia might or might not be noticeable. Further 
improvement seemed then only obtainable by some organ feeding. The 
adrenal proteins mentioned below have been the most frequently 
employed. One case seemed to require pituitary feeding, and another 
thymus, and several seemed to obtain most help from a pancreatic 
product. To judge of the ultimate results of any treatment, about 
one year should elapse after its completion. I have, therefore, selected 
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for report the cases of exophthalmic goitre in which both superior and 
both inferior thyroid vessels were ligated in two separate operations 
before January, 1913. 

The superior vessels are reached by the usual transverse incision, 
and the tips of the lobes have generally been included in the ligature 
and excised to ensure the division of the arteries. The lower arteries 
have been reached through a vertical incision over the lower end 
of the posterior border of the sternomastoid. The approach exposes 
and passes in front of the phrenic nerve on the scalenus anticus. The 
inferior thyroid can then be felt and reached behind the internal jugular 
and common carotid. There seems to be little or no pain sense in these 
deeper parts of the neck. 

The improvement after quadruple ligation of the thyroid blood 
supply, which must include the lower nerve supply and generally all or 
most of the upper, is not as rapid as after partial thyroidectomy, but the 
operation seems to be more certain in its results and less dangerous 
to life, and the patient has less subsequent risk of relapse even under 
the conditions and circumstances which seem to produce thyroid ab- 
normalities. In the case of partial thyroidectomy these must be 
removed and for at least one year or a relapse is very probable. After 
quadruple ligation, however, hygienic measures are desirable, but their 
perfect observance is not essential for a cure. In two of my earlier 
cases the improvement became stationary, apparently because of the 
continuation of the unfavorable environment, and exploration revealed 
a reformation of one or more arteries at the upper poles of the thyroid, 
probably from small collateral branches not secured at the primary 
operation. It is technically difficult to be sure of securing all the twigs 
given off from the superior thyroid, especially in a nervous subject 
under local anesthesia. General anesthesia seems to add materially to 
the risks, and is to be avoided according to the experiences of most 
operators. Hence, if any evidence of delay in recovery or relapse 
appear there should be no hesitation in advising secondary operation to 
reobliterate the probably new circulation at the upper poles of the 
gland. Resection of the tips of the lobes seems to be better than simple 
division of the upper vessels. In judging of the results, the general 
condition is of more importance than separate symptoms. 

Before January 1, 1913, thirty-six cases of typical exophthalmic 
goitre had been subjected to quadruple ligation. All had symmetrical 
or nearly symmetrical thyroid enlargement. The operations on all 
except two of the patients were done under local, or novocaine- 
adrenalin, anesthesia. There were no deaths as a result of the 
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operation, and no failures to effect improvement. ‘Twenty-five now 
consider themselves well, and are able to lead normally active lives. 
Two others were in this group; but one operated in Igio died sud- 
denly in July from accidental poisoning and the other from pneumonia 
in August, 1913. Twenty-seven practical cures were thus obtained. 
Eleven of these present no traces of any abnormality. The remaining 
sixteen present more or less perceptible thyroid enlargement. Nine of 
them show some tachycardia after exertion or excitement, and two 
others show a decreasing but still perceptible exophthalmos. The nine 
who are not “ cured ” all appear in a good state of nutrition, but cannot 
perform ordinary work. One of these was a “ trained nurse ” who com- 
pletely recovered, then relapsed after resuming work, again recovered 
after a rest and again relapsed after undertaking night duty in a hospital. 
She then was subjected to partial thyroidectomy, and now three months 
later seems in perfect health, but will it last? The other eight still 
present more or less thyroid enlargement, tachycardia and exophthal- 
mos, and all have the characteristic of nervous irritability but seem to 
be slowly gaining, and are unwilling to risk a thyroidectomy. They 
all are alike in receiving apparent benefit from feeding with the adrenal 
proteins mentioned before. It, therefore, seems fair to claim for the 
operation of quadruple ligation of the thyroid vessels in cases of 
exophthalmic goitre a somewhat better prognosis than for thyroi- 
dectomy. The ligation of vessels is comparatively harmless, and has 
yielded 78 per cent. of practically perfect results and no complete 
failures. The tachycardia, however, subsides only in the course of 
weeks and does not disappear rapidly as after partial thyroidectomy. 
There is also some danger of relapse but the relapse seems to be less 
serious than after the more radical operation. 

The recovery of the majority of cases can be materially hastened 
by some form of organ therapy, and for a few this treatment seems 
a necessity. Adrenal, pancreas, ovary, thymus, pituitary or thyroid ? 

* The thyroid products which have been employed are made in tablet form 
in the department of experimental therapeutics of the Cornell Medical College. 
The thyroid tablets are prepared by suspending hashed pig or sheep glands in 
normal salt solution in an ice box for 36 hours. The coarser particles are then 
removed by straining through gauze and the filtrate is then passed through 
filter paper in a Buchner or suction funnel. This second slightly cloudy filtrate 
is then warmed for 10 minutes to 44° C. and 10 per cent. acetic acid added 
until no more precipitate occurs. The separated precipitate is dried and stand- 
ardized according to its iodine content and put up in tablets containing 1 per 
cent., 2 per cent., 5 per cent., and Io per cent. of iodized proteins, and these 
are roughly equivalent to about 1%, %4, 1 and 2 grains of the commercial dried 
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feeding have seemed helpful or necessary in about this order of 
frequency—thyroid feeding was beneficial in only two or three typical 
exophthalmic goitre cases who were subjected to the quadruple ligation 
and then was combined with adrenal feeding. Adrenal feeding is gen- 
erally useful in those with a blood-pressure above 130 mm. of Hg. 
A combination of pancreas and adrenal feeding generally produces 
diarrhoea and these two organs seem incompatible. Pancreas feeding 
is usually helpful in cases with intestinal fermentation, especially when 
there is insomnia. Thymus or pituitary seems most helpful when 
there is a pronounced tendency to stoutness and asthenia is prominent. 
But no rules can be formulated and the most helpful organ therapy 
must generally be ascertained by experiment. 


powder. But the laboratory tablets are more beneficial and far less likely to 
excite the hyperthyroid symptoms. They are very useful in the common types 
or stages of functional thyroid disease in which the symptoms show evidences 
of mixed hypo- and hyperthyroidism. The other organ products are prepared 
in the same way, but cannot as yet be standardized. Like the thyroid tablets 
they seem more beneficial than the commercial substances made from dessicated 
glands. The dosage of the adrenal pancreas thymus and ovarian proteins is 
from % to 2 grains—that of the pituitary proteins is seldom over % grain. 
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HOW SHALL THE CLINICIAN INTERPRET THE 
WASSERMANN REACTION ?* 


By Wituiam H. Mac Kinney, M.D. 


OF PHILADELPHIA, Pa. 


At the present time it may be said that the attitude of clinicians 
toward a Wassermann reaction has divided them into three groups: 

Those who depend absolutely upon a Wassermann for diagnosis. 

Those who discard a Wassermann reaction as of no value. 

The third group, who from their experience in syphilis, and a 
careful study of the Wassermann reaction in every case of syphilis, 
of many reactions made by different serologists, and by series of 
reactions made at frequent intervals upon patients under treatment, 
have learned what to expect in practically every phase of the disease. 

Of the three groups of clinicians, the first are the most dangerous, 
as to interpret a positive Wassermann as a positive indication of 
syphilis is erroneous. The second group, while less dangerous, deprive 
their patients and themselves of a most valuable adjunct in diagnosis, 
prognosis and treatment. The third group are those who are prepared 
to give themselves and their patients the advantages of the numerous 
important data that may be obtained from a properly performed test, 
and at the same time safeguard him against the evils, which might 
result from an incorrect interpretation of the same. From a careful 
study of a great number of reactions made upon those suffering with 
syphilis, in all stages of the disease, and under nearly all types of 
treatment, a number of conclusions may be drawn, which will be of 
assistance to the clinician in checking up the accuracy of a Wassermann 
report. 

In our observation, the Wassermann reaction in the initial stage 
of syphilis never became positive before the fifth day, and was always 
positive in cases seen after the fifteenth day. To wait for a positive 
Wassermann reaction to confirm the diagnosis of a clinically suspicious 
ulcer, deprives the patient of the one time in the whole course of his 
disease, that a rapid and almost certain cure can be expected. The 
same may be said of clinical diagnosis, that usually when the clinical 
diagnosis is without question, it is too late to expect a rapid and certain 


* Read before the Philadelphia Academy of Surgery, February 2, 1914. 
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destruction of the spirochetal infection. The diagnosis should be 
made from the presence of the spirocheta which are most easily 
detected by dark field illumination, and the Wassermann test should 
guide the prognosis. We have never observed syphilis to become a 
constitutional disease, either clinically or serologically, when energetic 
salvarsan or neosalvarsan treatment was instituted in a chancre with 
a negative Wassermann. From the above it may be deducted that 
the Wassermann as a diagnostic means in primary syphilis is of minor 
importance compared to its value in prognosis. Positive spirocheta 
pallida is diagnostic of the initial lesion, and should always check up a 
positive Wassermann or clinical judgment. <A positive Wassermann 
in conjunction with a positive spirocheta pallida announces the onset 
of constitutional syphilis, and alters to a considerable degree the 
prognosis. 

In secondary syphilis, untreated, the clinical judgment usually 
suffices for diagnosis, and the properly performed Wassermann test 
confirms it, but the clinician who neglects its performance, deprives 
both himself and the patient of valuable data that may be used in 
prognosis, and as a guide as to the efficiency of treatment. A properly 
performed test not only tells us that the patient has syphilis, but the 
degree of constitutional infection, or amount of natural resistance. It 
is, indeed, surprising how variable is the degree of positiveness of the 
serum reaction in patients with syphilis in similar stages of the disease ; 
as a rule, the higher the degree of positiveness, the more energetic and 
prolonged must the treatment be to reduce it to negative, and so much 
more zealous the physician must be to guard against clinical relapses. 
When in clinically doubtful manifestations of secondary cutaneous 
syphilis the Wassermann is positive, the clinician has a perfect right 
to reject the Wassermann in favor of his clinical opinion, until by the 
subsequent course of the case, he proves to his satisfaction that syphilis 
does or does not exist. He should also in the best interest of the 
patient submit the blood to different serologists. The report that he 
obtains will give him valuable information as to the element of “ per- 
sonal equation,” which always exists in the work of human hands; 
however, the possibility of a latent coexisting syphilis must always be 
thought of. 

In active tertiary syphilis, again the Wassermann usually confirms 
the clinical picture, but, as in the secondary stage, is of value in prog- 
nosis, and as an index to treatment. Clinical experience and the 
Wassermann reaction teach us that tertiary syphilis is difficult to 
eradicate and relapses, both clinically and serologically, are frequent, 
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and that a reasonable assurance of cure is but a remote possibility. To 
obtain a negative Wassermann with treatment of any kind, requires 
that the treatment be very energetic and prolonged. 

The Wassermann reaction has confirmed the clinician in his views, 
that hereditary syphilis is least influenced by any form of treat- 
ment, and has thrown considerable light upon the etiology of many 
of the diseases of special organs, notably the eye, ear, brain and cord, 
which were formerly more or less obscured. In syphilis of special 
organs, the interpretation of the accuracy of a Wassermann reaction 
must be left to those familiar with the clinical manifestations of the 
disease, as it must be left to the syphilologist in the manifestations of 
general constitutional syphilis. In the presence of questionable lesions 
of syphilis, we regard the Wassermann reaction as of subsidiary im- 
portance to clinical experience, from the diagnostic standpoint, and 
no physician should accept a positive Wassermann as a positive in- 
dication that the patient has syphilis, but should regard it as but one 
of the symptoms or signs of the disease, which goes to build up the 
general clinical picture as ascertained from a careful history and 
physical examination of the patient. In the absence of clinical symp- 
toms, the Wassermann reaction again should not be absolutely relied 
upon, for as in the present day many are pronounced syphilitic upon 
the strength of a positive Wassermann test, so in days gone by were 
they adjudged syphilitic upon insufficient clinical data, and it is here 
that the most careful history regarding the character of the lesions 
upon which the diagnosis was based, the time at which the treatment 
was begun, the method employed, the length of time continued, the 
occurrence of lesions which indicate relapses must be sought for, and 
the probabilities for or against infection established in the clinician’s 
mind. When the probabilities of syphilis and the reaction agree, all 
well and good, when they disagree the blood should be sent to different 
serologists before judgment is pronounced. 

The influence of treatment upon syphilis, from the standpoint of 
serum reaction, depends upon when treatment was instituted, how 
long it was continued, the drugs employed, and the method of their 
administration. One thing is certain, syphilis as treated in the past 
has not been efficient, its prevalence and the number of diseases caused 
by syphilis is proof of this assertion. A two or three years’ course of 
mercury treatment is only followed by a negative Wassermann in fifty 
per cent. of cases. A negative Wassermann of a patient under treat- 
ment is not an indication of a cure, but is an index of the efficiency 
of the treatment, and our aim should be to reduce the Wassermann to 
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negative in the shortest time by most energetic treatment, and so main- 
tain it over an indefinite time, as evidenced by repeated negative re- 
actions. In a patient so treated, a positive Wassermann reaction follow- 
ing one or a series of negatives is the earliest indication of the activity 
of a heretofore latent infection. 

In conclusion, it may be stated that the serum reaction, properly 
performed, is such a valuable aid to the clinician, that it should be 
made only by those thoroughly trained in serology. The clinician 
should never rely upon the Wassermann reaction absolutely in diag- 
nosis. As the serum reaction offers the possibility of so many errors 
in technic and reagents, it is essential that the closest relationship 
should exist between the clinician and the serologist, in order that 
accurate and reliable results may be obtained. As clinicians, we 
strongly urge that a uniformity in technic and a standardization of 
reagents be adopted by serologists. From our experience with the 
serodiagnosis, we have found the “single unit system,” as introduced 
by Dr. John L. Laird, to furnish the clinician with the most accurate 
data, for by this method the exact quantitative results as expressed 
in units can be estimated. 
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OBSERVATIONS ON THE PATHOLOGY, DIAGNOSIS AND 
TREATMENT OF SEMINAL VESICULITIS * 


By B. A. THomas, M.D. 


OF PHILADELPHIA 


PROFESSOR OF GENITO-URINARY SURGERY IN THE POLYCLINIC HOSPITAL AND 
COLLEGE FOR GRADUATES IN MEDICINE 


AND 


H. K. Pancoast, M.D. 


PROFESSOR OF RONTGENOLOGY IN THE UNIVERSITY OF PENNSYLVANIA 


THE motives responsible for the presentation of this contribution 
are two-fold. First, we desire to impress, as forcibly as may be, the 
medical profession at large with a fact—our solemn conviction—namely, 
that two small organs, the seminal vesicles, too often disregarded and 
neglected, if not forgotten, have not received the consideration which 
is their due as foci of infection, and in the near future will be their 
demand especially at the hands of neurologists, orthopedists and in- 
ternists. We refer to a vast array of conditions with a symptom-com- 
plex too little understood, as acute and chronic synovitis and arthritis, 
of an infectious or toxic nature, so-called articular and even muscular 
rheumatism, rheumatoid arthritis, arthritis deformans, gout, hyper- 
trophic arthritis, chronic bladder disturbances, recurrent epididymitis, 
impotency, renal and cardiac complications, digestive disturbances and 
an ensemble of mental and nervous manifestations almost incredible of 
belief. Obviously, it is not inferred that in the above-mentioned dis- 
eases, the vesiculze seminales are always concerned, but we believe that 
the medical profession in general would be amazed if not embarrassed 
to learn how frequently in certain infective, cryptogenic, nervous and 
arthritic conditions, the depot of infection will be found to be a chronic 
seminal vesiculitis. Fuller? states that “tuberculous joint, arthritis 
deformans, gout, chronic inflammatory rheumatism, progressive mus- 
cular atrophy and myelitis of some form are among the diagnoses pre- 
viously made in cases cured through the performance of seminal vesicu- 
lotomy. Of eighty-nine rheumatic patients there was not one who 
was not relieved in a most radical manner and who was not satisfied 


* Read before a joint meeting of the Academy of Surgery and Philadelphia 
Genito-urinary Society, February 2, 1914. 

*Fuller: “Seminal vesiculotomy,” Jour. A. M. A., November 30, 1912, 
p. 1961. 
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with the operative result.” Second, we wish to make an announcement 
of work undertaken in a comparative study of various methods of 
treatment for this common disease, also at this time to submit a number 
of collargol radiograms illustrative of the normal and diseased seminal 
vesicle in a study of the living pathology of these organs. 

It is remarkably strange, but nevertheless true, that with two struc- 
tures as intimately associated as are the prostate and seminal vesicles, 
that the former should have been so thoroughly studied years ago, while 
the pathology and diseases of the latter, in text-books universally, have 
been alluded to casually or definitely neglected. The profession owes a 
debt of gratitude to Fuller? and Lloyd, pioneers in this line of work, 
for their untiring efforts in directing attention to the importance, con- 
stitutionally, of seminal vesiculitis and for suggestions as to treatment. 

It must be apparent to all that by virtue of the relatively larger 
lumina of the ejaculatory ducts as compared with the prostatic ducts, 
that infection in the posterior urethra can and does reach the seminal 
vesicles more readily than the prostate. Indeed, it has been our experi- 
ence that over go per cent. of gonorrhceal patients exhibit posterior 
urethritis and that 90 per cent. of posterior urethritides are complicated 
by prostatites. Thus the percentage of seminal vesiculitis in the male 
population is very high. 

For a thorough comprehension of the importance and magnitude 
of this disease in its correlation with various other systemic disorders, 
certain facts relative to the anatomy, bacteriology and histo-pathology 
of these organs must be understood. In 1911 Picker,® before the III 
Congress of German Urologic Society, presented a classic study, in 
which he examined about 150 seminal vesicles, dissecting out the tube 
systems after injecting the vasa deferentia with bismuth paste. From 
material comprising 56 normal and 16 pathological specimens, he makes 
the following anatomical classification: (1) Simple straight tubes; (2) 
thick twisted tubes with or without diverticula; (3) thin twisted tubes 
with or without diverticula; (4) main tube straight or twisted with 
larger grape-like arranged diverticula; (5) short main tube with large 
irregular ramified branches ; (6) miscellaneous, comprising (a) embryo- 
logical abnormalities and (b) pathological conditions. Of the normal 
specimens about one-third belonged to types (1), (2) and (3) and two- 





*Fuller: The Jour. A. M. A., May 4, 1901, p. 1228; Med. Rec., New York, 
October 30, 1909; Jour. A. M. A., November 30, 1912, p. 1959. 

® Picker: “ The Anatomical Configuration of the Human Vesicula Seminalis 
in Relation to the Clinical Features of Spermacystitis.” Paper read before the 
XIV International Medical Congress, London, 1913. 
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thirds to (4) and (5). The lengths of the various vesicles measured 
from 6 to 23 cm.; the capacities varied from 3 to 11.5 c.c. Thus it is 
seen that the seminal vesicles, of all the associated glandular structures 
of the male urethra, possess the most extensive secretory surface with 
the worst drainage. 

In the majority of the types found, short spontaneous healing is 
anatomically and mechanically impossible, practically always so without 
massage, sometimes requiring months, and consequently latent foci of 
infection result. 

Just as a pure gonorrheeal cystitis is a condition that probably 
never exists, so too are most, if not all, infections of the seminal 
vesicles and prostate mixed. This supposition is confirmed by bacterio- 
logical examination of the inflammatory products obtained after massage 
of these organs. Among the bacteria harbored in chronic seminal vesic- 
ulitis, that have been repeatedly demonstrated, may be named the gono- 
coccus, various strains of streptococci, pneumococci, staphylococci, colon 
bacilli, corynebacteria and tubercle bacilli. It is highly probable that in 
many cases diagnosed as “ gonorrhceal rheumatism,” the gonococcus has 
ceased to play a role and that the offending bacterium can be traced to a 
mixed infection located in a chronic seminal vesiculitis. The clinician 
should readily appreciate the significance of such bacterial foci so far 
as systemic affections are concerned, and in comparison with the tonsil, 
it would seem to us that the greater evil rests with the seminal vesicle 
in the light of clinical experience and specific treatment. Yet how 
many male patients in our hospital wards and private practice, exhibiting 
certain rheumatic and nervous manifestations, are submitted to any 
examination per rectum, not to mention a proper investigation of their 
seminal vesicles ? 

Again extensive tissue changes supervene in severe grades of infec- 
tion. In addition to intravesicular inflammation and loculated accumu- 
lations of exudate composed of pus, various bacteria, etc., an interstitial 
spermacystitis occurs in many cases, resulting in thickening of the vesicle 
wall. Indeed, commonly it is the case that perivesicular infiltrates form 
about the base of the bladder and prostate and extend through the 
perirectal tissues, occasionally pointing in the perineum or rupturing 
into the rectum or bladder. 

Convinced, therefore, of the prevalence of this disease and the often 
remote effects produced by its existence, necessitating greater considera- 
tion on the part of all physicians as to precision of diagnosis and the 
adoption of the best form of treatment, we have been engaged recently 
in a partial study of this problem. The treatment of seminal vesiculitis 
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comprises a number of methods. Appropriate, intelligent and efficient 
massage is unquestionably the best procedure primarily in the average 
case and will suffice to effect cure in the majority. In not a few cases 
the accessory value of autogenous bacterins may be utilized with gratify- 
ing success. Occasionally, spontaneous cures, after a long time, will 
occur. In each patient the proposition should be viewed from the 
anatomico-pathological stand-point. Thus, the following considerations 
arise: (1) Is the ejaculatory duct strictured or obstructed? (2) Is the 
vas deferens strictured? (3) Is the inflammatory collection in the semi- 
nal vesicle loculated? Belfield, in the consecutive examination of 25 
cadavers, found the ejaculatory ducts strictured on both sides in 1 case 
and unilaterally in 2 cases. Aschoff found the deferentia strictured 
bilaterally in 6 and unilaterally in 17 cases, in an examination of 1000 
subjects. Assuredly, if the ejaculatory duct is completely stenosed, 
massage will be futile as a form of treatment. On the other hand, if the 
vas is occluded near the seminal vesicle, vasopuncture or vasostomy and 
direct medication will accomplish nothing. Seminal vesiculotomy 
ardently advocated by Fuller, and performed by him with wenderful 
success in about 300 cases, has a definite indication in a certain per- 
centage of cases. We prefer, however, the method of Voelcker, permit- 
ting as it does a better exposure of the vesicles and allowing freer and 
more definite incisions for drainage of the infected organs. Vesiculec- 
tomy, the most radical procedure, should be reserved for the grave, 
chronic cases, and, if the process is tuberculous, should be chosen in 
preference to vesiculotomy. 

Since, therefore, operation should be considered only after massage 
has failed or availed naught, and since the particular operative procedure 
to be adopted depends upon the pathological condition present in the 
vesicle, ejaculatory duct or vas, it behooves the surgeon to familiarize 
himself with the morbid process. This knowledge may be acquired 
through rectal palpation and by needle puncture of the vas in an attempt 
to inject a normal amount of solution, as boric acid, into the seminal 
vesicle. In place of boric, collargol in ten per cent. solution, as sug- 
gested by Picker * and Belfield,® may be utilized and has the additional 
advantage of permitting radiographic studies of the living pathology. 
In addition to its diagnostic value, collargol possesses also a definite 
therapeutic effect. It has occurred repeatedly during the past few 
months that after these collargol injections there has followed a reduc- 





* Picker: Loc. cit. (Collargol preparation No. 57). 
® Belfield: J. A. M. A., p., 800, March 15, 1913; p. 1867, November 22, 1913; 
Surg., Gyn. and Obst., p. 569, May, 1913; November, 1906. 
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Chronic seminal vesiculitis. Each side injected with fifty minims of collargol. ( 
cally by palpation there existed a nodule on the right side, evidencing a loculated colle 
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Chronic spermocystitis. Sixty minims of collargol injected on each side. Clinically cured, 
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a, chronic seminal vesiculitis (left); 6, stricture and complete occlusion of right vas 
deferens. A small shadow shows the extent of collargol injection on the right side; only 
twenty minims were injected. The left vesicle, injected with sixty minims, was clinically 


enlarged and tender 





Chronic seminal pyovesiculosis. Fifty minims of collargol injected into each side. 











Subacute seminal vesiculitis. Each side injected with 70 minims of collargol. Observe the 
courses of the vasa deferentia. 
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tion to the normal in the number of pus cells expressible from the sem- 
inal vesicles ; the thought has occurred that this procedure may be the 
means of aborting an acute seminal vesiculitis. Moreover, in a number 
of cases this operation has been followed by the disappearance of reflex 
perineal, pubic, urethral, vesical and neurasthenic pains. Sufficient time 
has not yet elapsed to judge of the permanency of these results or pos- 
sible cures. In the near future, a study of the comparative effects, 
therapeutically, of various other medicaments, as emulsion of the iodide 
of silver, silver nitrate, protargol, hegonon, etc., will be reported. 

The technic of this collargol or other drug injection of the seminal 
vesicle or operation of vasopuncture is very simple. With a good 
assistant holding and fixing properly the vas in the neck of the scrotum, 
the duct can be exposed after cutaneous infiltration anzsthesia in a very 
few minutes. If care is taken to strip it of its most intimate sheath 
and a proper sized needle is selected for the puncture, little difficulty 
should be experienced in injecting the medicament, using from four to 
five cubic centimetres. A Crile clamp is placed on the vas distal to the 
puncture, while injecting the collargol. A suture of catgut in the fascial 
sheaths and one in the skin completes the procedure. The patients 
invariably experience more or less pain in the perineum and not a few 
develop a chemical funiculitis of two or three days’ duration. Indica- 
tive of therapeutic effect, the urine appears dark brown or black for a 
couple of days and shows macroscopically the presence of collargol 
for about a week; microscopically, brown crystals of collargol, particu- 
larly after massage, are seen for a much longer time. There is some 
evidence to show in a few cases that simple puncture and injection, as 
described, will render vasostomy, as described by Belfield,® unnecessary ; 
moreover, the puncture method or operation of vasotomy may be re- 
peated from time to time if desirable. 

We have selected from our series of cases a few collargol radiograms 
typifying a number of conditions encountered. First, in studying the 
anatomy and relations of the normal seminal vesicles (Fig. 1), for the 
preparation and dissection of which we wish to thank Dr. Addinell 
Hewson, it will be observed in comparing the collargol injected anatomi- 
cal specimen (Fig. 2) with the clinical cases following, that we have 
apparently graphic evidence of the presence of a sphincter of the ejacu- 
latory duct, since only in the anatomical specimen is the collargol 
visible in the duct. Observance should also be made of the relationship 
of the ureter to the seminal vesicle, since it will be appreciated how in 
the case of seminal pyovesiculosis or perivesiculitis, ureteral irritation 
or even urinary obstruction may supervene. 
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In summarizing our studies the following conclusions have been 
deduced : 

1. Chronic seminal vesiculitis is a far more prevalcat disease than 
the average physician surmises, and masquerades under a manifold 
symptomatology finding its expression ofttimes remote from the urinary 
tract; the inflammation is invariably due to a mixed infection, from 
which in its chronic state it is commonly impossible to isolate the 
gonococcus. 

2. The disease, analogous to pus-tubes in the female in many re- 
spects, presents serious and similar problems from the stand-point of 
treatment, and is not accorded the consideration that its medical im- 
portance demands. 

3. The particular treatment in any given case should depend upon 
the anatomico-pathological state of the vesicles, ejaculatory duct and 
vas deferens. This can be determined by proper vesicular palpation, 
massage and microscopical examination, supplemented when necessary 
by vasopuncture and collargol radiography. 

4. Experienced massage will in the majority of patients suffice to 
effect cure in due time; in many, however, massage having proved 
ineffectual, convalescence may be accelerated by vasopuncture, vasos- 
tomy and direct medication of the seminal vesicles ; in certain cases, not 
so few as may be imagined, seminal vesiculotomy or vesiculectomy 
should and must be performed if we are to cure or relieve these patients 
of their annoying symptoms. 

5. Bilateral vasopuncture and collargol medication has resulted at 
least in the temporary cure of a number of cases of persistent chronic 
seminal vesiculitis. 

6. Collargol radiograms in a series of normal and pathological cases 
have demonstrated, (a) by comparison in vivo an in vitro, the graphic 
portrayal of an ejaculatory duct sphincter; (b) the intimate relationship 
between the ureter and seminal vesicle, whereby ureteral irritation and 
urinary obstruction may occur in the event of an enlarged and inflamed 
vesicle; (c) the presence of stricture or obstruction of the vas; (d) 
congenital anomalies of the vesiculze seminales; (e) inflammatory en- 
largements of the vesicles, especially loculated collections of pus or 
seminal pyovesiculosis. 
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THE TREATMENT OF BLADDER PAPILLOMA BY HIGH 
FREQUENCY DESTRUCTION* 


By ALEXANDER A. Unue, M.D. 


OF PHILADELPHIA 


THE destruction of living tissue by the local application of the high 
frequency current has been used with success in the treatment of tumors 
of cutaneous surfaces, and accessible mucous membrane. Dr. Edwin 
Beer was the first to successfully employ this method in the treatment 
of bladder papilloma. The application of an electric current of high 
tension on living tissue, produces various changes from simple hy- 
pereemia to carbonization; terms such as fulguration, desiccation, high 
frequency cauterization, and thermocoagulation, have been applied to 
these thermic effects. Fulguration, first described by Dr. de Keating- 
Hart, is merely the production of hyperemia in an operative wound 
by a bombardment of electrical sparks, and is never used for the de- 
struction of tissue. As this term is usually used, it is a misnomer, and 
destructive fulguration is used by some to differentiate it. Dr. William 
L. Clark, of Philadelphia, originated the method of treatment by 
desiccation, which can only be produced by static apparatus, and 
describes it as the thermic effect produced on living animal tissue, which 
is within the extremes of hyperemia and carbonization. If the accurate 
caloric degree is produced, controlled and sustained, it causes “a rapid 
dehydration of the part desired to be devitalized, rupturing the cell 
capsule and transforming it into a dry mass.” High frequency cauteri- 
zation refers to the destruction of tissue by carbonization. Thermo- 
coagulation is another term used to express the same process. These 
last two terms have been employed irrespective of their exact meaning. 

The high frequency current for desiccation can only be generated 
by a static machine of high output fitted with the proper requisites, 
while the high frequency current which causes destructive fulguration, 
high frequency cauterization or thermocoagulation, is generated by 
a coil apparatus transformed by proper accessories. The monopolar 
Oudin current is the one preferred by most operators, but the bipolar 
Oudin current may be used. The D’Arsonval is usually employed as 





* Read Shae the Philadelphia este of Sam February 2, 1914. 
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a bipolar current and produces the same effect, but is more penetrating. 
In the former the entire body acts as a capacity, while in the latter 
the current is concentrated by the application of another pole opposite 
the area treated. When these currents are generated by the static 
machine with Leyden jars of a certain capacity, the effect produced 
upon the tumor seems to cause less blanching and carbonization, and 
the resulting necrosis is by a process of pulverization rather than 
sloughing. 

It has been the observation of all surgeons that the operative treat- 
ment of bladder papilloma is unsatisfactory, on account of the fre- 
quency of recurrence. Since the high frequency treatment has been 
employed, recurrences have also been observed and the future may 
prove them to be as frequent as following operation, but the simplicity 
of application, the rapid destruction of small neoplasms with a few 
treatments, and the fact that the patient is not subjected to any of the 
inconveniences or dangers of an operation, recommend this method of 
treatment. 

The technic is simple: A catheterizing cystoscope is introduced into 
the bladder, observing the usual precautions of asepsis. The bladder 
is washed clean and distended with one of the usual mediums, and a 
specially prepared and properly insulated steel or copper wire is intro- 
duced through the cystoscope in a manner similar to the introduction 
of an ureteral catheter. The electrode most commonly employed is 
made of a single steel wire or several strands of copper wire, properly 
insulated, of a size to fit the ordinary catheterizing cystoscope; about 
an eighth of an inch of insulation should be removed from the end of 
the electrode, which comes in contact with the tumor. Wappler has 
recently made a special electrode, which has the advantage of being 
more durable and less flexible, and the tip is protected by a special 
insulation to prevent fusing. It requires, however, a Garceau type of 
cystoscope for its use. The electrode is introduced through the cysto- 
scope, and is brought into direct contact with the tumor tissue; the 
proximal end is attached to the terminal of the high frequency gen- 
erator. The strength of the current is regulated according to the size 
of the tumor, the effect desired, and the proximity of the electrode to 
the bladder-wall. The application should not be painful. A number of 
applications at different points, of from ten to twenty seconds duration, 
have been recommended. It has been our practice to attempt the 
entire destruction of a small growth with one treatment, going over 
the entire tumor with one continuous application, interrupting the 
current only to change the direction of the electrode. In large growths, 
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an effort is made to destroy at each treatment as much surface as pos- 
sible, depending on the tolerability of the patient. The immediate 
effects observed are the production of small gas bubbles at the point 
of contact of the electrode with the tumor mass, and the blanching of 
the tissue. The tissue thus destroyed sloughs away in the course of 
one or two weeks, and a cellular disintegration seems to continue for 
some time. In one patient we observed a rather rapid disappearance 
of a large papilloma in one month after one treatment, the actual 
sloughing having ceased in about ten days. 

The frequency of treatment varies according to the size and density 
of the growth, and the local reaction. As a general rule, treatments 
should not be given more than once in a week or ten days. If marked 
vesical irritability follows treatment, it should not be repeated until 
the symptoms subside. Following the treatment of rather large tumors, 
the sloughing will continue for some time, and should be allowed to 
subside before another application is made. 

The following is a brief report of the cases treated: 


Case I.—M. J. L., male, age thirty-four, referred by Dr. M. J. Leof. 

In May, 1909, a suprapubic cystotomy was done for the removal of a large 
villous pedunculated papilloma, situated on the upper median portion of the 
bladder. The tumor, together with a portion of the bladder-wall, was removed. 
Recovery was uneventful. The patient returned for examination October 25, 
1912, and stated that for two weeks he had frequent, urgent urination, with 
terminal hematuria. Cystoscopic examination showed a villous papilloma the 
size of a walnut, situated to the right of the median line, apparently in the 
line of incision, and a number of smaller papillomas on the right upper wall, 
and fundus of the bladder. Between October, 1912, and June, 1913, seven 
attempts were made to destroy the tumors, but only twice was it possible to 
bring the electrode in contact with the large tumor, because of its situation. 
Cystoscopic examination, October, 1913, showed a normal bladder. Cystoscopic 
examination, December I1, 1913, showed a recurrence of two small papillomas 
near the site of the former large growth (Fig. 1). One extensive application 
was applied to each of these tumors. Examination, January 27, 1914, showed 
the growths to have entirely disappeared, leaving at their former sites small 
hyperemic areas (Fig. 2). 

CasE II.—C. W. F., male, age thirty-eight, referred by Dr. John B. Deaver 
and Dr. W. F. West. 

Date of first examination December 23, 1912. The patient complained of 
hematuria of two years’ duration, following a fall from a horse. For several 
weeks following the accident, he suffered from a dull aching pain over the right 
kidney. Hzmaturia continued intermittently until September, 1912, when he 
had a severe chill, fever, and pain localized over the right kidney, accompanied 
by profuse hematuria, and was confined to bed nine days. Cystoscopic exami- 
nation on the above date revealed four villous papillomas, the largest springing 
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from the vesical mucosa, behind the orifice of the right ureter. Another on 
the left wall, a third on the base behind the interureteral ligament, and the 
fourth on the upper border of the internal vesical sphincter. A portion of the 
largest tumor was removed for miscroscopic examination, and found to be 
benign papilloma. High frequency current applied December 27, 1912, and 
January 23, 1913. Cystoscopic examination one month after the last treatment 
showed a normal bladder, both kidneys also normal. Examination January 6, 
1914, One year after treatment: The bladder was found to be normal (Fig. 3), 
and showed a double opening of the left ureter, which was obscured by the 
papilloma. 

Case III.—J. S., male, age fifty-eight, dye worker, referred by Dr. George 
Yeager. 

Referred for examination June 23, 1913, because of intermittent hzmaturia 
of three months’ duration. Cystoscopic examination showed a large villous, 
pedunculated papilloma of the left wall of the bladder behind the left ureter. 
A portion was removed for microscopic examination, and was found to be a 
benign papilloma. He received three treatments between June 23, 1913, and 
July 23, 1913, and was told to report for observation in a few weeks, but 
failed to do so. On December 2, 1913, in response to a letter, he returned for 
examination, and stated that he considered himself perfectly well. Cystoscopic 
examination showed the return of a small papilloma at the site of the former 
growth, which undoubtedly was not thoroughly destroyed by the previous treat- 
ments (Fig. 4). He received but one treatment, December 9, 1913. Fig. 5 
shows the destructive effect of the high frequency current at the time of treat- 
ment; Fig. 6 shows a small denuded area of mucosa two weeks after treatment, 
and Fig. 7 shows the normal bladder seven weeks after treatment. 

Case IV.—R. A., male, age forty-seven, referred by Dr. M. Abramovitz. 

Referred August 22, 1913, for painless hematuria and frequent urination 
of six weeks’ duration. Cystoscopic examination revealed a large villous 
papilloma occupying the entire right side and base of the bladder, extending 
forward beyond the internal sphincter into the deep urethra (Fig. 8), and a 
small papilloma on the left wall of the bladder. August 26, 1913, a portion of 
the tumor was removed and diagnosed benign papilloma, also received the first 
treatment on this date. He received two more treatments in the following six 
weeks. Cystoscopic examination, December 2, 1913, showed a normal bladder. 

Case V.—J. J. S., male, age sixty, referred by and treated in conjunction 
with Dr. Wm. L. Clark. 

Date of first examination, September 29, 1913. This patient suffered with 
frequent urination, and hematuria of a terminal type for six months. Cysto- 
scopic examination showed a large sessile tumor on the left wall of the bladder, 
behind the left ureter, and surrounded by several small villous papillomas; this 
tumor had the appearance of a solid growth, and the pathological diagnosis 
was, that the tumor had the general appearance of benign papilloma, but in 
some places there was a tendency of the epithelium to invade the connective 
tissue, suggestive of malignancy. Seven treatments at weekly intervals were 
applied by a monopolar current from a static generator, devised by Dr. Clark. 
On November 26, 1913, about ten days after the last treatment, the tumor had 
entirely disappeared, but there was a roughening of the mucosa at the site of 
the large tumor. The patient has not been observed since. 
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Case VI.—J. M., male, aged fifty, referred by and treated in conjunction 
with Dr. Wm. L. Clark. 

Date of first examination October 29, 1913. For several years the patient 
observed frequency of urination, and sensation of incomplete emptying of the 
bladder. In December, 1912, he noticed blood in the urine, since then he has 
had intermittent hematuria, usually lasting about a week, and never accompanied 
with pain. In October, 1912, a cystoscopic examination was made elsewhere, 
two papillomas were found and treated by high frequency destruction. Twenty- 
one applications were made at intervals of a few days. October 29, 1913, a 
cystoscopic examination revealed a villous papilloma the size of a hazel-nut on 
the upper left wall of the bladder, partly charred by the previous treatments, 
and a smaller sessile tumor, partly destroyed, on the base of the bladder, behind 
the right ureter. The bladder mucosa was congested. The prostate was not 
enlarged, and no strictures were found. There was considerable residual urine. 
October 30, 1913, complete desiccation of both tumors, with the assistance of 
Dr. Clark. Two weeks later, upon examination, found no evidence of the 
tumors. The mucosa was considerably injected. The patient is still under 
observation. 

Case VII.—M. L., male, age fifty-eight, referred by Dr. T. LeBoutillier. 

Hzematuria observed for the first time one year ago, was intermittent for 
eight months, and constant for the past four months. Has constantly received 
medical attention. Two cystoscopic examinations were made by different 
observers, each of whom diagnosed a tumor. Since the last examination, 
four months ago, blood has been constantly present in the urine. Has slight 
loss of weight and marked anemia. Cystoscopic examination, December 23, 
1913, shows a large, sessile, non-villous tumor, occupying the entire leit 
wall and fundus of the bladder (Fig. 9). The right wall is the seat of 
a peculiarly shaped tumor (Fig. 10). There is scarcely any part of the bladder 
larger than a silver quarter, which is normal. December 30, 1913, high fre- 
quency treatment, repeated January 15, 1914, and January 27, 1914. The patient 
is still under observation, the diagnosis is still in doubt. 

Case VIII.—J. S., male, age fifty-one, moulder, referred by Dr. Harry 
Carmany. 

Seven years ago the patient noticed frequent painful urination with hema- 
turia and was examined for stone. This condition continued with periodic 
remissions to October, 1913. A cytoscopic examination by Dr. Carmany revealed 
tumor of bladder, and the patient was referred, October 15, 1913, for high fre- 
quency treatment. Examination on this date showed an extensive ulcerating 
tumor on the left wall of the bladder covered with blood clots. The base of 
the tumor was considerably infiltrated. A clinical diagnosis of carcinoma of 
bladder was made from the appearance of the growth, and was corroborated 
by microscopic examination of a portion passed. He received three treatments 
at weekly intervals, and two weeks later a cystoscopic examination showed a 
dense charred mass covered with phosphatic deposit lying free in the bladder 
(Fig. 11). The tumor was much reduced in size. Fig. 12 shows the condition 
of bladder-wall. Following this examination the patient suffered from marked 
hematuria and tenesmus, and was confined to bed for a week, during which 
time he passed a number of large clots. After this all symptoms disappeared 
and he considered himself cured. Cystoscopic examination, December 29, 1913, 
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showed the tumor to have considerably increased in size, with all appearances 
of malignancy (Fig. 13). Patient has no symptoms, and has gained consid- 
erable in weight. He is still being treated. 


In addition to the last case of carcinoma, three other patients with 
extensive malignant involvement of the bladder were treated, all were 
markedly cachectic. Two patients received two thorough treatments, 
and one three. Bleeding was controlled for a few weeks, in each 
patient, but a fatal termination took place in all within a few months 
from the time of the first treatment. 

A brief analysis of these cases shows that hematuria, intermittent 
or constant, is the most prominent, frequently the only symptom present. 
It is also interesting to note that it was of a terminal type in two cases. 
That hematuria, unfortunately, is still regarded as a disease, and not 
a symptom of some condition, usually a severe one, of some part of the 
genito-urinary tract, is evidenced by the fact that most of the patients 
were treated internally for some time, and no attempt was made to 
definitely locate the cause and site of the hemorrhage. The symp- 
tomatology is at times misleading, as symptoms may be referred to one 
organ, when the actual source of disease is another. 

High frequency destruction of benign growths of the bladder is a 
very effective method of treatment, even when the bladder is extensively 
involved. Recurrences are frequent after any method of treatment, 
therefore cystoscopic examinations at stated intervals should be advised 
in every case of bladder papilloma. The immediate effects in malig- 
nant growths of the bladder are apparently good, as is shown by the 
diminution in the size of the growth, and cessation of hemorrhage, but 
a cure should not be expected; at least, this has been our observation 
with these few cases. 
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CLINICAL MANIFESTATIONS OF POLYPS OF THE MALE 
URETHRA* 


By ALEXANDER RANDALL, M.D. 


OF PHILADELPHIA, Pa. 


THE question of the etiology of many of the chronic symptoms that 
a urologist is confronted with is often quite baffling. One continually 
finds one’s self asking whether or not he understands exactly why he 
is persevering in a certain form of treatment and only too often the 
history gives telltale evidence that routine or surmise is the controlling 
factor. The day of treating in the dark, of feeling for a diagnosis, of 
deep instillations, and bulbous bougies, is fast fading before the light 
of visual endoscopic examination. The day of the “seeing eye” is 
superseding its less accurate, though valuable brother, the “ feeling 
touch.” 

The subject herein treated is but another link forged to the chain 
of definite knowledge and pathology which may aid in the obtaining 
of an exact diagnosis in some of the apparently reasonless cases of 
chronic symptoms met with in urological work. 

When one considers the frequency with which caruncle is found 
and diagnosed in gynzcological work, one cannot but wonder if a 
similar and analogous condition does not occur in the male. Yet a 
survey of the literature on the subject leads to the conclusion that 
though polypoid proliferation of the male urethra has been described, 
the frequency of the finding in no way keeps pace with the occurrence 
of caruncle in the female. While engaged in an active endoscopic 
clinic it was my opportunity to observe three cases of polyp of the 
male urethra in the short space of one month, and subsequent close 
observation soon raised this number, in the space of a little over a 
year, to nine cases, an analysis of which has appeared elsewhere! with 
especial attention given to their histological structure. I am now able 
to add five further cases to my experience. That these observations 
are not unique, I feel sure, for I find no less an authority than Ober- 
laender making the statement, twenty-five years ago, that he believed 
that urethral tumors in the male occurred as frequently as bladder 


* Read before the Philadelphia Academy of Surgery, February 2, 1914. 
* Surgery, Gynecology and Obstetrics, November, 1913, p. 548. 
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tumors, or as caruncle in the female, and blames the apparent dis- 
crepancy on the lack of endoscopic study. 

Etiology.—There is little to be said on the cause of such growths. 
Irritative conditions probably play an important part, as the tissue 
shows in some cases very active proliferation. The irritant undoubt- 
edly may vary, for though the majority give a history of an antecedent 
gonorrhcea yet 4 patients denied the previous existence of any acute 
urethral discharge. That the histological structure varies suggests the 
possibility that the causes may likewise be of different natures. 

Pathology.—Microscopic study of these polyps demonstrates that 
their structure varies markedly. Some are of loose fibrous tissue, with 
here and there a stray muscle bundle, and with blood-vessels coursing 
in the long axis of the growth. They are covered with an epithelium 
in no way differing from the normal mucosa of the urethra. In fact, 
the structure of this type of polyp is similar to that of the so-called 
mucous polyps as they occur elsewhere in the body. Others are definitely 
villous and active proliferation of papillary outgrowths is easily demon- 
strated. A third group presents the picture of enclosed glandular 
acini and deep infolding of the mucous membrane. In no case was 
malignancy suspected or demonstrated. With these findings at hand 
it was interesting to note that men studying the histology of caruncle 
in the female were also finding that they had to subdivide them into 
groups or types, whose histology varied (Williamson and Attlee). 

Without troubling you with a close analysis of the pathology and 
histology of these specimens, nor the reasons why I have chosen so to 
subdivide them, I will present them classed into three groups, as fol- 
lows: 1, Benign fibrous polyps, seven cases; 2, benign villous polyps, 
two cases; 3, benign glandular polyps, five cases. 


Case I—No. 1378. Age twenty-nine. Admitted April 7, 1912. Denies 
venereal infection. Complains of a slight discharge, a stinging pain during 
urination located at the penoscrotal junction, and also under the glans. He 
has pain at no other time and in no other place. These symptoms have existed 
for the last three or four years. Glass No. 1 and No. 2 clear. Bulbous bougie 
No. 27 F. detects an “infiltration” at about two and a half inches from the 
meatus. 

July 3, 1912. Patient has been regularly treated, during the last three 
months with sounds, and has been twice cystoscoped, the bladder being pro- 
nounced negative. Endoscopy: Posterior urethra tender, colliculus is nodular 
and slightly irregular, walls of the urethra are injected and reddened. Utricle 
lies gaping in the midline. Silver nitrate application. Anterior urethra at 
about the suspensory ligament presents a polyp, hanging from the two o’clock 
aspect of its lumen; it is approximately one and a half centimetres long by one- 
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half centimetre broad. Its walls are smooth. Removed with an endoscopic 
rongeur; 20 per cent. silver nitrate solution applied to its place of attachment. 

July 11, 1912. Endoscopy: Site of tumor appears cedematous and slightly 
strictured, probably due to the caustic. No apparent growth. 

July 25, 1912. Endoscopy: Posterior urethra normal. Area in anterior 
urethra that was cauterized is slightly strictured, due to cedematous mucous 
membrane. 

August 30, 1912. Patient has been getting weekly dilatations with sounds 
and massage of the strictured area. Endoscopy: Posterior urethra normal. 
Site of polyp’s growth much better and walls are but little thickened; central 
point is slit-shaped. 

September 3, 1912. Glass No. 1 and No. 2 clear; no discharge; symptoms 
all gone. 

Diagnosis.—Benign fibrous polyp. 

Case II.—No. 58. Age ——. Admitted August 12, 1912. History of pre- 
vious venereal infection not given. Trouble of five years’ duration. Complains 
of pain at the onset of urination, some pain and discomfort in the perineum 
and suprapubic region. No other urinary symptoms. No discharge. Never 
masturbated or passed any blood; no sexual disturbance except nocturnal 
emissions at least once a week. 

August 12, 1912. Endoscopy: Colliculus very tender and three times nor- 
mal in size, back of the caput on the left superior wall of the urethra at about 
the two o'clock aspect of the lumen is a polypoid protuberance, white walled and 
distinct in color from the surrounding engorged urethral mucous membrane. 
It is about 6 mm. long and can be moved as if quite pedunculated, yet feels firm 
and stands outright from the wall. Seized with the rongeur and removed with 
some difficulty because of its toughness. Base cauterized with the silver nitrate 
stick. Anterior urethra normal. This patient has been lost to subsequent 
observation. 

Diagnosis —Benign fibrous polyp. 

Case III.—No. 1144. Age forty-four. Admitted December 29, 1912. Has 
had gonorrhcea several times and now has a profuse discharge again. There 
is frequency and urgency of urination present, but no hematuria. Glass No. 
1 and No. 2 cloudy. Received regular treatment for acute urethritis until the 
middle of May, at which time he had still a slight morning discharge, but no 
gonococci were present. Glass No. 1 slightly cloudy and glass No. 2 clear. 
The prostate was slightly indurated and fixed, with a few adhesions, not en- 
larged, not tender; prostatic secretion showed a few pus cells. No. 29 F. sound 
passes to the bladder with ease. 

May 24, 1912. Endoscopy: Pendulous urethra normal, bulbus urethra 
shows marked infiltration and cdema, mucous membrane lustreless and quite 
thickened (beginning stricture). In the membranous urethra is a small polypoid 
growth arising from the eight o’clock aspect of the urethral lumen; same was 
successfully removed with a curette. 

July 28, 1912. Patient has continued soundings and to-day his urine is 
quite clear. 

Diagnosis —Benign fibrous polyp. 

Case IV.—No. 564. Age thirty-one. Admitted February 19, 1913. Gon- 
orrheea five and seven years ago, no venereal sores. Complains that since 
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“strain” two years ago he has a small swelling on the under side of the penis. 
This has not varied in size until three weeks ago, when it seemed to get larger 
and harder; and at the same time he first noticed a slight discharge. Urination 
was painful and it gave him a stinging sensation before its onset. Has seen 
no blood and has no chordee. There is no discharge visible. Glass No. 1 and 
No. 2 clear. Under the urethra is quite a hard nodule the size of a large pea 
and about one and a half inches from the meatus. 

Endoscopy: In the region of the tumor a nodular swelling arises into the 
field from the floor of the urethra; the mucous membrane over it is pale and 
glassy, but not broken at any point. Just posterior to this area is a small 
pedunculated polyp standing upright from the floor of the urethra and about 
8 mm. in length; it was seized with the rongeur and removed. The tumorous 
mass was twice deeply incised with an endoscopic knife from the urethral aspect, 
but no fluid was seen to exude. 

February 28, 1913. Endoscopy: The nodule is possibly one-third smaller 
in size on external examination. From the urethral aspect the site of the 
polyp is covered with a lineal scar, while the point of incision into the mass is 
ragged and slightly ulcerated. This patient subsequently developed a para- 
urethral abscess, that was successfully opened and with its cure all symptoms 
abated. 

Diagnosis.—Benign fibrous polyp. 

Case V.—No. 1493. Age fifty. Admitted May 28, 1912. Has been treated 
elsewhere for a chronic urethral discharge and a “stricture,” for the last two 
years. Complains of a “sensation” in the urethra, a mucoid discharge, and 
diminished sexual desire. Endoscopy: Posterior urethral walls are engorged. 
Colliculus is irregular and suggestive of some proliferative condition; it is 
hardly tender to the touch. Lightly curetted, and a protargol application. 
Anterior urethra shows signs of old sounding, being sclerosed in places and the 
lumen cavernous. 

June 10, 1912. Says that he feels better and that he had an erection last 
night. 

Endoscopy: Piece removed from the irregular area as it suggests a poly- 
poid proliferation. Silver nitrate application to the remainder. 

June 17, 1912. Since the last treatment the patient has had a most suc- 
cessful coitus, “as of old,” he says, with a good strong erection and orgasm. 
Endoscopy: For the first time the place from which the growth was removed 
is definitely oriented and the ragged point proven to be about one-half of one 
cm. in front of (distalward to) the colliculus on the floor of the urethra, it 
was still slightly irregular and was touched with silver nitrate. 

June 25, 1912. All symptoms gone and the patient reports himself as well. 
Endoscopy: Area again proven distalward to a slightly sclerosed colliculus and 
is still rough and crater-shaped, of about 5 x 5 mm. in extent. Cauterized. 

Diagnosis.—Benign villous polyp. 

Case VI.—No. 27. Age twenty-six. Admitted August 1, 1912. Gonorrhcea 
one year ago. Complains of pain suprapubically, slight frequency of urination 
and a slight glassy discharge from the urethra. Urination otherwise normal, 
sexual power and intercourse normal. Glass No. 1 and No. 2 slightly cloudy: 
Prostate is slightly indurated and very tender in the midline. Seminal vesicles 
negative. Prostatic secretion shows about 25 per cent. pus cells, also corpora 
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Specimen removed from Case II. It is a perfect example of benign fibrous polyp, showing the 
thin epithelial covering, the loose connective-tissue stroma and the blood-vessels. The constriction 
at the base is due to the bite of the rongeur. There is also a small area of round-cell infiltration 
significant of an infected gland follicle 
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“xampie of benign villous polyp showing rather active papillomatous outgr ths. Sy 
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Specimen of benign glandular polyp removed from Case VII, showing a score or more of dis- 
tended gland acini. The epithelium of the lumen of these glands shows no proliferative tendency. 
Some of the acini are markedly distended with a clear secretion. 





FIG. 5. 





Specimen removed from Case IX, showing active glandular hypertrophy with infolding of the 
walls of the acini. The picture closely simulates that of prost hypertrophy though of a much 
more delicate structure. The black area about the periphery shows the effect and penetration of 
20 per cent. silver nitrate applicatior 
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amylacea and granule cells. Endoscopy: Colliculus enlarged, glary, sodden 
and lustreless; cedema is marked as is also tenderness. Silver nitrate applica- 
tions. Anterior urethra normal. 

September 10, 1912. Endoscopy: Still having pains. Colliculus smaller, 
area about and above the utricular orifice is bilobular and pouting. Silver 
nitrate application. 

October 1, 1912. Endoscopy: Posterior urethra about the same, colliculus 
a little smaller. Still having pains. Put on bi-weekly prostatic massage. 

November 12, 1912. Discharge gone, but still having pains. 

November 26, 1912. Colliculus still bilobular as above noted, appearing like 
two linked sausages above the utricular orifice. Iodine application. 

January 29, 1913. Patient has been getting prostatic massage fairly regu- 
larly, with the subsidence of all symptoms except the pains. He states that 
the only relief that he has had from the pains has been after the urethro- 
scopic application. Endoscopy: The apex of the colliculus appears as above 
noted; the protuberance completely removed with the endoscopic rongeur. 

February 5, 1913. Has been free of pain for three days. Endoscopy: 
Caput is ragged and bleeds easily, but no protuberance visible. Silver nitrate 
application. 

February 12, 1913. Has been perfectly well and free of all pain for the 
past week. 

May 3, 1913. No symptoms present. 

September 25, 1913. Endoscopy: Colliculus normal in outline and color. 
No sign of any proliferative growth. Patient is practically well though still 
under observation for chronic prostatitis. 

Diagnosis.—Benign villous polyp. 

Case VII.2—No. 1913. Age twenty-seven. Admitted April 30, 1912. Com- 
plains of “impotence ” due to premature ejaculation, and poor erections. Sexual 
excitement without gratification during a number of previous years. Denies 
venereal disease. Urination is normal. Subject to pains across lower back. 
Prostate is quite indurated and adherent, its secretion contains a quantity of 
pus cells. 

April 30, 1912. Endoscopy: On the apex of the colliculus is seen a promi- 
nently projecting polyp, standing upright and of fairly firm attachment and 
structure. It is situated a little to the right of the midline, about % cm. back 
of the mouth of the utricle, and is approximately 14 x 8 mm. in size. It was 
seized with an endoscopic rongeur and removed. Its point of attachment was 
cauterized with a silver nitrate stick. The remainder of the urethra is normal. 

June, 1912 (from a letter). Following the removal of the polyp in this 
case the patient’s pains disappeared entirely, though the sexual symptoms appear 
to have remained unimproved. 

Diagnosis.—Benign glandular polyp. 

CasE VIII.—No. 542. Age thirty. Admitted February 10, 1913. Gonor- 
rhoea five years ago with a gradual subsidence of the acute symptoms, but the 
continuation of a morning discharge to the present day. Has occasional fre- 


*I am indebted to Dr. A. B. Cecil, now of Los Angeles, Cal., for this case, 
which he observed while in the service of Dr. H. H. Young, of Baltimore, Md. 
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quency of urination, no pain, no blood. Nocturnal emissions always twice a 
week, often twice per night, and sometimes three or four nights in succession. 
Before he acquired gonorrhoea he would have a pollution once in three weeks, 
rarely oftener, and one year after the urethritis was contracted he began to have 
them with increasing frequency until the present time. Glass No. 1 and No. 2 
slightly cloudy (phosphates) ; prostate is small and not adherent, its secretion 
contains a few pus cells only. Endoscopy: Colliculus is normal in size and 
contour. Posterior urethral walls redden and bleed easily. One and a quarter 
centimetres in front of the colliculus and arising from the five o'clock aspect of 
the urethral lumen is a mushroom polypoid growth, low-lying and fairly well 
fixed. Excised with a curette and the base cauterized. 

February 28, 1913. Endoscopy: Scar where growth was removed is one 
centimetre in front of the colliculus, the latter is in good condition. Anterior 
urethra is speckled with lenticular-shaped brown spots, especially along the roof 
of the urethra; they are undoubtedly infected glands, stained from the prolonged 
use of protargol. Some still exude a small droplet of purulent material. 

March 6, 1913. Endoscopy: Has not had an emission during the last three 
weeks ; has had no pain except a slight burning during urination. On examina- 
tion, site of excision and the colliculus are normal, slight excretion of prostatic 
fluid (showing normal elements) into the tube. Treatment of chronic anterior 
urethritis to be continued. 

Diagnosis —Benign glandular polyp. 

Case IX.—No. 166. Age thirty. Admitted September 18, 1912. Denies 
any venereal disease. Complains of a pale, glassy urethral discharge in the 
morning, of nine months’ duration. Two months ago he passed some blood at 
the end of the act of urination. Has several preputial warts. Prostate is 
normal on rectal examination and its secretion is normal. Glass No. 1 con- 
tains a few mucoid shreds; No. 2 is clear. Bulbous bougie detects no stricture 
in the anterior urethra. Cystoscopy attempted but profuse bleeding renders 
observation impossible. 

September 24, 1912. Endoscopy: Anterior urethra is normal. Posterior 
urethra is highly congested and the landmarks are difficult to observe. Collic- 
ulus does not appear to be enlarged, but everything is intensely engorged and 
bleeds on the slightest touch. Silver nitrate application. 

September 30, 1912. Endoscopy: Condition about the same. Colliculus 
appears ragged. Silver nitrate application. 

October 11, 1912. Endoscopy: After swabbing the posterior urethra with 
20 per cent. silver nitrate the landmarks could be made out for the first time. 
What had been taken for the colliculus on previous occasions is a polyp situated 
about one centimetre distalward from the former, arising from the floor of the 
urethra in the midline; it is approximately 8x 6x4 mm. in size; it was removed 
with the rongeur and the base not treated. External warts fulgurized. 

October 15, 1912. Endoscopy: Area from which the growth was removed 
is slightly oedematous and about one centimetre distalward from the colliculus; it 
is healing nicely and nothing done to it. External warts have vanished. 

Diagnosis——Benign glandular polyp. 

Case X.—No. 48. Age thirty-four. Admitted April 29, 1913. Contracted 
gonorrhoea ten years ago and has had recurrent attacks of a gleety discharge 
since. Notices shreds in his urine. Has recently recovered from an acute 
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urethritis during which gonococci were demonstrated. (For certain reasons 
this man may be considered to be either auto-infectious or to receive reinfections 
from his consort.) 

April 29, 1913. Smear from urethra shows many organisms, no gonococci. 
Endoscopy: Tube passed after careful irrigation. Colliculus twice normal 
in size, appears sodden and firm, not tender. Painted with 20 per cent. silver 
nitrate. Anterior urethra show a follicular urethritis. Treated. 

May 5, 1913. No discharge; urine clear except for one mucous shred. 
Endoscopy: Colliculus smaller and can now be entirely seen. It is paler and 
presents a most peculiar appearance. The apex is formed by a watery, jelly- 
like mass of clear translucent tissue, about this mass is a constricting ring of 
firm tissue, continuous with, and appearing the same as, the mucous membrane 
of the colliculus. This ring or edge can be raised on a probe’s point and the 
whole resembles an acorn in its enclosing jacket. I should judge that it is a 
hypertrophic proliferation inside the utricular orifice and projecting from it. 

May 12, 1913. Endoscopy: Same peculiar protuberance from the utricular 
orifice. Rongeur slipped under either lip and the mass removed with two bites. 
It was quite friable and caused but little pain. Amount removed measured 
approximately 10x 7 x 5 mm. Colliculus cauterized. 

June 2, 1913. Patient has no discharge, no subjective or objective symp- 
toms. Urine clear. Endoscopy: Area about utricle still looks decidedly out 
of whack, yet I hesitate to do more than to give it a severe cauterization. Is 
to take one month’s rest. 

October 24, 1913. Has been perfectly well to date with the exception that 
for a few days he noticed a urethral discharge while he was also suffering from 
a severe cold. Urine clear. Endoscopy: Colliculus is pale, slightly sclerosed 
and no sign whatever of the old growth. Utricular orifice is slit-like, entered 
and washed out. 

November 11, 1913. No signs or symptoms since last visit. No discharge, 
no abnormality of urination or sexuality. Prostate normal. 

Diagnosis.——Benign glandular polyp, showing profuse proliferation. 

Case XI.—No. 81. Age twenty-one. Admitted November 12, 1913. Com- 
plains of pains in legs and arms, insomnia, nocturnal emissions. Has had gon- 
orrhoea once, the discharge leaving him seven months ago; it was complicated 
with a right-sided epididymitis. For the past months has suffered from a 
marked feeling of lassitude, and difficulty to keep asleep, waking at about 2 
A.M. and tossing about for the remainder of the night. Nocturnal pollutions 
became frequent three to four months ago. Now has three or four per week 
and as often as twice per night; no pain or blood associated with them. No 
discharge from the urethra. 

November 17, 1913. Urine clear. One pollution three nights ago. Endos- 
copy: Urethra very sensitive and the passage of the instrument is arrested in 
the posterior urethra. The endoscope reveals a thick, dull, engorged and tense 
colliculus, about four times the normal size. Silver nitrate application. 

November 24, 1913. Endoscopy: Colliculus less congested, and decreased 
in size. Suggests an intra-utricular growth, but this cannot be definitely made 
out because of the size. Cauterized. 

December 8, 1913. One pollution in the last week; pains all gone; sleeping 
better. Endoscopy: Colliculus still larger than normal, dusky and thick look- 
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ing. The intra-utricular growth again observed; it can be pushed back within 
the utricle, whereupon the lips close and appear as a normal orifice. Severely 
cauterized with the caustic stick. 

December 17, 1913. Has been free of all pains, sleeping decidedly better, 
and only one pollution during the last week. Endoscopy: Colliculus still 
larger than normal and the growth protruding from the utricular orifice. 
Probe can be passed almost entirely around it. Alligator forceps carefully 
placed on either side of the mass, and the same removed in one piece. Base 
cauterized. 

January 17, 1914. Sleeping practically normally. No pains and has had one 
pollution in the past month. 

Diagnosis—Benign glandular polyp, showing active proliferation. 

Case XII—No. 1143. Age thirty. Admitted October 28, 1912. Has had 
gonorrhoea three times without any complications. Married. In 1910 gradual 
impairment of sexual power began and for the last nine months has been prac- 
tically impotent; a slight erection is possible but introitus cannot be accomplished. 
There is a marked prostatitis present, and the prostatic secretion is loaded with 
pus cells. Patient put on a course of prostatic massage, which was persisted 
in for four months. During this time he had a few endoscopic applications of 
silver nitrate. His impotence has been but slightly benefited and on February 
4, 1913, he stated that he thought that the urethroscopic cauterization did more 
good than anything else. No discharge from the urethra. 

February 11, 1913. Endoscopy: Apex of the colliculus appears practically 
normal, but back of it and arising from the right side of the verumontanum 
is a small polyp, about 6 x 3 mm. in size. It was cauterized. 

February 18, 1913. Feels better. Endoscopy: Polyp still present and not 
decreased in size. Polyp removed with endoscopic rongeur. 

March 15, 1913. Urine clear. Feels much better. Has sexual desire and 
erections every night and often during the day. Better and stronger than in 
the last two years. 

April 4, 1913. Sexual power remains good. Intercourse can be accom- 
plished, and though somewhat weak, orgasm is present. 

Diagnosis ——Benign fibrous polyp. 

Case XIII.—No. 323. Age sixty-nine. Admitted November 25, 1912. This 
patient entered the hospital at the above date and was found to be suffering with 
benign hypertrophy of the prostate for which he was operated upon in Decem- 
ber, 1912, by suprapubic prostatectomy. Since the operation and his complete 
recovery, he has been complaining of an itching sensation in the perineum, 
associated with an urgency arid slight frequency of urination, having to still 
get up once per night. 

January 17, 1914. Endoscopy: Posterior urethra is quite roomy, its walls 
are slightly congested. Into the lumen of the tube hangs a long thin polyp of 
at least 1%4 cm. in length. It is attached to the right lateral wall of the prostatic 
urethra. Removed with the rongeur. 

Diagnosis —Benign fibrous polyp. 

Case XIV.—No. 308. Age thirty-two. Admitted November 11, 1912. Com- 
plains of a delay at the onset of urination, which latter requires force to start, 
stream of poor size and dribbling at the end of the act. There is a slight dis- 
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charge at times, though patient has never had an acute urethritis. No fre- 
quency, no blood. Glass No. 1 and No. 2 slightly cloudy. Treated for chronic 
urethritis during December, 1912, and again from July, 1912, until September 
24, 1913. Endoscopy: Posterior urethra back of the colliculus presents a gen- 
eralized bulbous swelling, this is especially marked about the vesical orifice; 
condition taken for cystitis colli proliferans cedematosa (Zechmeister and 
Matzenauer). Iodine application. 

October 2, 1913. Urine clear. Endoscopy: Posterior urethra better; the 
swelling is glassy and the blebs rounded and tense. There is possibly a polyp 
on the floor of the urethra between the colliculus and the vesical orifice. Silver 
nitrate application. 

October 15, 1913. Colliculus but slightly larger than normal; on the left 
of the urethra, back of the apex of the colliculus and arising from the sulcus 
between it and the urethral wall, is a pale polypoid growth of about 8x3 mm. 
in size; it is freely movable. Removed with the rongeur. Silver nitrate appli- 
cation. 

November 3, 1913. Cystoscopy: The internal vesical orifice is encircled 
by polypoid proliferations lying within the sphincter. These were fulgurized 
with the high frequency current. 

November 10, 1913. Cystoscopy: Remaining proliferations again treated 
with the high frequency current. 

November 26, 1913. Endoscopy: Vesical neck appears perfectly clean of 
all proliferative growths. It is slightly irregular but no polypoid masses. 

Diagnosis—Benign fibrous polyp. 





Symptomatology.—Although presenting these cases divided into 
three classes according to their pathological structure, it in no way 
signifies that such groups present differences in the symptoms that 
they give. There is no grouping of symptoms that may be called pathog- 
nomonic of urethral polyp. 

Discharge: In this series seven patients gave a history of a pre- 
vious gonorrhoea, four denied having had an acute urethritis; in three 
the history on this point is lacking. However, nine complained of a 
chronic discharge, generally of a mucoid nature, in none of which was 
the gonococcus found. Four were recovering from their first, or a 
recurrent acute attack, and four claimed that the acute urethritis had 
gradually subsided and for varying periods of time a gleety discharge 
had been present. In the patients who complained of no discharge the 
growth was in the posterior urethra. 

Hemorrhage: Urethral bleeding was present in but one patient as 
a spontaneous occurrence, though several of the patients had had 
bleeding after instrumentation. This is a point that may be empha- 
sized, that spontaneous bleeding is rare, judging from this series of 
cases. 

Pain: Various pointed, reflex, and radiating pains, sometimes dull 
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and at others sharp, some during and others only after urination, the 
majority presenting vagrancies too numerous to mention, were prac- 
tically always present. This may be explained on various grounds, but 
especially must be borne in mind the type of character and the duration 
of symptoms presented by these chronic invalids. It is significant that 
two complained of a sensation as though a foreign body were present 
and one graphically described a thrill which he felt in the anterior 
urethra during urination. Pain occurring at the onset or the end of 
urination speaks for a lesion in the posterior urethra, as does also 
frequency and urgency of urination. But the majority have vague 
pains, itching or sticking sensations, difficult to locate exactly, but 
situated at times in the region of the perineum, often suprapubically, 
rarely as though in the rectum. These rather definite pains are fre- 
quently associated with sacral aches, “ tired backs,” and radiating pains 
to the hips and thighs. 

Sexual: Six of these patients complained of abnormalities in their 
sexual life. Polyps when occurring in the posterior urethra nearly 
always cause some disturbance in the sexual sphere. This is hardly to 
be wondered at when one considers the irritation such a condition would 
excite in the neighborhood of the sensitive verumontanum. This latter 
structure, supposed to be of erectile tissue, under such an abnormal 
stimulus would be the point of starting the sexual cycle, so that frequent 
pollutioris, such as presented by one of these cases, where they occurred 
three or four nights in succession, often twice in one night, and always 
three times a week, are not strange. The symptom of premature ejacu- 
lation similarly may be due to an added irritant sending centripetal 
stimuli to the ejaculatory centres. Likewise, decreased sexual power, 
amounting at times to partial impotence, may be accounted for by the 
inertia following a long period of irritation to the point of exhaustion, 
not infrequently seen in the latter stages of long standing cases. Of 
the 6 patients who complained of various sexual symptoms, in every 
one the growth was in the post-urethra. 

Technic—The mode of cure used in these cases has been that of 
radical removal. In some I tried repeated cauterization with silver 
nitrate, but it proved inadequate. In others the high frequency current 
was tried and not only by this means were some beautiful specimens, 
for microscopic study, destroyed, but it was also found troublesome to 
control when working in such a small space and often quite painful 
to the patient. 

I prefer to use the plain open (air) straight endoscope of 24 or 26 
French calibre, whose sterilization can be simple, rapid and sure, as I 
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hold that a perfect aseptic technic is very essential to good and prompt 
results. The removal of the polyp is accomplished by means of either 
a snare or a delicate alligator rongeur forceps. The snare is a simple 
one, similar to Blake’s nasal snare, I believe, with a shaft made the 
necessary length, and the instrument slightly more angulated. The 
alligator forceps is the better instrument to use if possible, and if 
made slender with biting rongeur blades accurate work, rapid removal, 
and splendid specimens may be obtained. In the posterior urethra 
following removal, I nearly always touch the point of attachment with 
either 20 per cent. silver nitrate, or the pure crystal fused on the point 
of a probe. It is always quite essential thoroughly to dry the area with 
cotton, after the use of strong caustics, thereby localizing their effect 
and saving the patient much discomfort. In the anterior urethra expe- 
rience has taught me to leave the caustics alone, unless very limited 
effect is obtained by accurate application. In one patient I produced 
a temporary stricture of the anterior urethra by using a strong solution 
of silver nitrate too copiously and getting an annular swelling of the 
mucous membrane. 

Conclusions —Chronic symptoms arising from the urethra are prac- 
tically always due to changes of a very local character in some part of 
the canal. The appropriate treatment of chronic urethritis depends 
entirely upon an accurate diagnosis. An accurate diagnosis depends 
upon a visual examination. The day when Guyon said that a urologist 
should have his eyes in his finger tips, or better yet at the end of his 
sound, is passed. The laryngologist no longer treats laryngeal inflam- 
mation by only prescribing a gargle. He examines visually, treats 
locally, and thereby diagnoses accurately. To-day one should no more 
attempt the treatment of chronic urethral discharge without the en- 
doscope than he would an acute urethritis without a microscope. 
The subject of urethral polyp is but one of the things, one of the 
entities, that we have sifted out of a long line of symptoms, generally 
so vague, so obscure, scattered yet closely associated, individually often 
unimportant yet collectively ofttimes leading the patient to a very bitter 
existence, and the bright spot is, that it is easily and completely reme- 
died by appropriate treatment. 
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THERE is perhaps no condition among the benign lesions of the 
stomach that is more difficult to treat surgically than the large bleeding 
ulcer of the posterior wall or lesser curvature which has become the 
centre of an inflammatory mass, and has formed adhesions with, or has 
even perforated into the tissues of neighboring organs, particularly of 
the pancreas. And especially difficult are these cases when the ulcer 
is situated some distance away from the pylorus and well up underneath 
the arch of the left floating ribs. The resection of a complete transverse 
slice of the stomach as advocated by Bier is in such cases more than 
usually difficult, and far from safe. Even the excision of the ulcer 
after the plan advised by W. J. Mayo, who separates the posterior 
adhesions and pushes the whole ulcer-bearing area forward through 
an opening made in the anterior wall of the stomach, there to be con- 
veniently and with comparative safety excised—even this would be, in 
the type of case just described, decidedly difficult. If in addition one 
has to do with a patient who has become somewhat anemic through 
repeated hemorrhages, and who is generally much reduced by prolonged 
half-starvation, the risks of any radical operation are most seriously 
increased. Under these circumstances it has been the custom of many 
to perform a gastro-enterostomy, posteriorly if the adhesions allow it, 
anteriorly if they do not, and to trust for the cure of the ulcer to a 
presumed improvement in the evacuation of the stomach, and to the 
chance of a good effect being brought about by the reflux of the alkaline 
duodenal juices into the stomach. We are now all familiar with the 
views of Paterson (of London) who claims that the operation of 
gastro-entefostomy is chiefly a physiological one, and accomplishes its 
good results by this very reflux of alkaline juices which neutralize the 
excess of acid in the stomach supposed to be so frequently present. 
Without, at this time, expressing an opinion concerning the correctness 
of Paterson’s views, it may, I think be doubted whether a simple gastro- 
enterostomy can with any frequency relieve the very serious condition 
which alone is here in question. It is true that some patients have been 
much benefited by such a procedure whether with or without exclusion 
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of the pylorus, but it may reasonably be assumed that gastro-enterostomy 
alone more often than not fails to cure such cases as these. 

The principle of exclusion of the pylorus as a complementary opera- 
tion to that of gastro-enterostomy, with the object of protecting a 
pyloric or duodenal ulcer, is now generally accepted. Paterson, so far 
as I know, is the only prominent surgeon (always excepting Sir Arbuth- 
not Lane) who denies the need, or even the desirability of doing it. I 
have carried out this operation by means of a fascial ligature taken 
from the anterior sheath of the rectus, according to the method ascribed 
both to Bogoljuboff and Wilms, in seven patients, and (with Dr. 
Scrimger) in over a score of animals, and up to the present with very 
satisfactory results. Consequently, when in July, 1913, a case of the 
type above described came under my care, and I found that excision was 
practically out of the question, and that a posterior gastro-enterostomy 
was impossible on account of adhesions, I was the more inclined to 
accept the idea which suggested itself to me during operation, and 
carry out an exclusion of the ulcer-bearing area by tying off the stomach 
above the ulcer with a fascial ligature. 

The history of the case was briefly as follows: 


CasE No. 24357.—Mrs. M. S., admitted July 2, 1913, age 
forty-four. 

Complaints —Vomiting, pain in stomach, and weakness. 

Present Illness——About three years ago (January, 1911) the 
patient began to suffer from sharp pain in the back running up 
to the shoulders, with eructations of gas coming on three or four 
hours after food. In July, 1911, nausea and vomiting appeared. 
Pain was relieved by vomiting, but not by the taking of food. 
She never noticed blood either in the vomitus or in her stools. 
During the fall of 1911 she took treatment in Montreal and was 
much improved. In March, 1912, her symptoms recurred, and 
lasted on and off till January, 1913. During February and 
March, 1913, she was slightly better, but grew worse again about 
the end of March, since which time up to the present there has 
been more or less persistent vomiting of large quantities of fluid, 
frequently blood-stained ; at times the vomitus consisted of pure 
blood. Since March the patient has lost thirty pounds. 

Present Condition.—A rather thin woman, somewhat anemic, 
and clearly much reduced in weight and strength. 

Palpation reveals tenderness of the entire upper abdomen, 
but the point of maximum pain and soreness is two inches below 
the xiphoid in the midline. No definite mass can be felt. Both 
recti are resistant, the left more so than the right. 
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Test breakfast: total quantity withdrawn 20 c.c. ; total acidity 
59; free acid 38; no lactic acid; strong positive reaction for 
occult blood. The stools were tarry. 

A bismuth meal demonstrated very clearly a large perforating 
ulcer near the lesser curvature, with typical deposition of bis- 
muth in the ulcer, and overlying gas bubble. The diagnosis of 
gastric ulcer was sufficiently evident. 

Operation (July 8, 1913).—Gas-ether anesthesia. Incision in 
midline between the ensiform cartilage and umbilicus. On the 
posterior wall of the stomach was found a large indurated mass 
about the size of a hen’s egg, the upper limit of which involved 
the lesser curvature. It was situated (as was later demonstrated ) 
7 cm. from the diaphragm on the lesser curvature, and 9 cm. 
from the pylorus. It was densely adherent to the pancreas. That 
it was a perforating ulcer we already knew. It was found impos- 
sible to do a posterior gastro-enterostomy on account of adhe- 
sions. There were no adhesions to the liver or to the abdominal 
wall. The inflammatory mass was situated under the left costal 
arch, and it would have been almost impossible to expose it 
sufficiently for the purpose of resection without mobilizing the 
lower thorax on that side. 


Under these circumstances the operation of resecting the ulcer- 
bearing area in a patient whose resistance had been seriously reduced 
by bleeding and insufficient nutrition seemed to be almost too formidable 
to undertake with any justification. Apparently the only thing to do 
was an anterior gastro-enterostomy. In the presence, however, of an 
active bleeding ulcer with extensive inflammatory infiltration around it, 
and perforating presumably into the pancreas, it seemed rather hope- 
less to expect that a simple gastro-enterostomy could accomplish any- 
thing worth while. It was felt that the ulcer needed protection. Ac- 
cordingly the idea of excluding the ulcer by means of a fascial ligature, 
which occurred to the writer at the moment, seemed to afford the easiest 
way out of the difficulty. I am unaware that any greater part of the 
stomach than the pylorus, or the antrum pylori has ever been excluded 
in this way before; but from experience in animal work in which Dr. 
Scrimger and myself have found that the exclusion of the whole 
peristaltic portion of the stomach is quite well tolerated, it seemed not 
unreasonable to think that the result in the human might be good. 


Accordingly, a fascial strip taken from the anterior sheath of 
the rectus was passed by means of a long curved forceps through 
a slit in the great omentum, close to the greater curvature behind 
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the stomach, and out through an opening in the lesser omentum 
close to the lesser curvature, about one cm. above the upper limit 
of the inflammatory mass. On tightening the ligature and se- 
curing it with a few silk stitches, the stomach was found to be 
tied off about its middle, forming an artificial hour-glass stomach. 
Thereupon an anterior gastro-enterostomy was performed in the 
cardiac half of the stomach at a point on the jejunum about 12 
inches from the duodeno-jejunal juncture. The stoma was about 
2 inches above the greater curvature, about a third of the way 
from the greater to the lesser curvature. The abdomen was closed 
without drainage. 

The patient’s general condition was good from the second 
day of operation on. From July 8 to July 26 she was free of 
pain and of vomiting. She took liquid food well, and toward the 
end of this period began to take some solid nourishment, even a 
little meat. On July 27 she began to complain again of abdom- 
inal discomfort which, during the next few days, increased to 
pain. Shortly, she began to vomit again, and on August 19 blood 
was discovered in the vomitus. The stools also, on this date, 
were tarry. Pain, vomiting and bleeding continued at short in- 
tervals from this time on. 

A bismuth meal during the last week in August appeared to 
demonstrate that the fascial ligature had held, and that food was 
leaving the stomach to a certain extent. After four hours, how- 
ever, a trace of the bismuth was to be seen at a point toward the 
pyloric side of the ligature, and it was thought that the ulcer 
must have burrowed through and established some slight com- 
munication with the cardiac half of the stomach. It became clear 
at post-mortem that this must have been a slight overflow of the 
bismuth through the opening afforded by a partial yielding of 
the fascial ligature. The X-ray also showed that there was reten- 
tion of a considerable proportion of the bismuth in the stomach 
after twenty-four hours. 

In view of the persistence of symptoms, and the progressive 
loss of weight and strength of the patient, it was felt by Dr. 
Martin who saw the case in consultation, and by myself, that it 
was necessary to reopen the abdomen and either pass a second 
fascial ligature around the stomach higher up, or else add a 
second gastro-enterostomy in order to improve stomach evacua- 
tion, according as the conditions found might indicate. 

On August 28, therefore, the abdomen was reopened through 
the old scar. There were extensive adhesions of the wall of the 
stomach and the jejunal loop, together with the gastrocolic and 
gastrohepatic omenta to the anterior abdominal wall. These 
were all freed, though with some difficulty. It was then found 
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that the anastomosis was patent for two fingers at least; that the 
band of fascia was apparently holding so far as one could see 
from the indrawing of the greater curvature, although no at- 
tempt was made to pass the finger through the artificial hour- 
glass constrictior; and that the distal portion of the stomach was 
slightly distended, although not abnormally so. The area of the 
ulcer was about as before. It was buried in adhesions high up 
under the ribs, and the cardiac portion of the stomach seemed to 
bulge over toward the midline so as partly to cover the ulcer 
area. It was impossible to tell whether the ulcer had burrowed 
its way into the proximal part of the stomach or not, but if so, 
it could only be by a very small communication. It appeared to 
be impossible to pass another fascial ligature above the former 
one, but in any case this seemed hardly to be indicated, as the 
first ligature had apparently held, although later it was found 
that this was not the case. Accordingly it was decided to do a 
second gastro-enterostomy as near the greater curvature as pos- 
sible. Owing to the difficulty of pulling the stomach forward 
from under the ribs, it was impossible to get a stoma of more than 
1% to 1% inches. 

This operation, which she stood well, quite failed to relieve 
her pain or vomiting, and she went steadily down hill, vomiting 
several times a day, and occasionally vomiting a good deal of 
blood—sometimes pure blood. 

On September 5 a jejunostomy was done under local anzs- 
thesia, for the purpose of feeding. In the evening after the 
operation she had a large hematemesis. This was repeated on 
the second day following, and on September 7 she died of inani- 
tion and hemorrhage. 

The post-mortem revealed an interesting condition. There was 
no evidence of peritonitis, nor any fluid in the abdomen. The 
ulcer was of large size, almost quite round, had very thickened 
walls, and over its floor coursed a large vessel in which was 
found an opening large enough to admit a small probe. Clearly 
it was from this point that the repeated hemorrhages had come. 
Altered blood lay in the doudenum, in the upper part of the 
jejunum, and also in the upper part of the large intestine. The 
gastro-enterostomy openings were healed and patent. 

It was found that the fascial ligature had yielded to the ex- 
tent of admitting the tips of three fingers in the opening joining the 
cardiac with the pyloric portions. The ulcer measured 5 cm. in 
both diameters, and the tissues of the stomach wall were thickened 
to the extent of about 144 cm. The wall was perforated at the » 
base of the ulcer, and the bed was formed by the surface of the 
pancreas. The pancreatic substance itself was, contrary to expec- 
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tation, not invaded. The small artery already mentioned, with its 
perforation, clearly made it difficult to hope for cure. Under 
the circumstances direct ligature alone could have accomplished 
anything worth while. 

The cardiac half of the stomach showed a pouching below 
the two gastro-enterostomy openings, somewhat analogous to the 
pouching of the bladder behind an enlarged prostate, and this 
clearly accounted in part for the retention of the stomach con- 
tents. In this fact I find an argument against the placing of the 
gastro-enterostomy opening in the cardiac portion of the stomach 
in which peristalsis is absent, or at least in favor of placing it 
strictly at the most dependent point of the stomach, if one is 
obliged to use the cardiac portion for this purpose. 


Although the result in the present instance of the procedure of 
tying a fascial ligature around the body of the stomach failed to save 
the patient, I can hardly think that the method in itself was to blame. 
The presence of the bleeding ulcer, and the giving way of the fascial 
ligature (which, it may be mentioned parenthetically, is the only time it 
has done so in a series of five human cases and a considerable number in 
animals) combined to spoil the ultimate result, but the immediate effect 
of the operation and the improvement for the first three weeks were 
decidedly encouraging. It still seems justifiable to propose the operation 
for all such ulcers of the posterior wall and lesser curvature as are 
mechanically difficult to excise and where excision seems at all risky. 
Particularly will this be the case when the ulcer is a perforating one, 
when there is much inflammatory tissue around it, when the patient is 
much reduced from hemorrhages and chronic starvation, and when the 
ulcer is situated somewhat inaccessibly under the left floating ribs. 

Note.—Last summer while in Germany I suggested to my friend, 
Prof. Anschitz, of Kiel, the method herein described, of treating gastric 
ulcers, and he adopted the idea with some enthusiasm. Ina late number 
of the Centralblatt fiir Chirurgie, (February 14, 1914) Prof. Baum, 
Oberarzt of the Kiel Clinic, gives a short résumé of five cases in which 
he carried out this procedure. The results were extremely good, al- 
though sufficient time had not elapsed to show whether healing was 
permanent or not. 
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CONGENITAL PYLORIC STENOSIS 
By Ausert J. Watton, M.S., F.R.C.S. (ENa.) 


or Lonpon 
ASSISTANT SURGEON LONDON HOSPITAL 


ALTHOUGH much has been written on the subject of congenital 
pyloric stenosis, but little evidence has been brought forward of the 
change that takes place in the pylorus itself after medical or surgical 
treatment. 

The following case, having died seven months after operative treat- 
ment from an intercurrent condition, gave on post-mortem examination 
evidence of value as regards the pathology of the disease. 


History of the Case——A. C., a male, aged two months, was 
admitted to the medical side of the London hospital on February 
6, 1913, suffering from wasting and vomiting. He was the only 
child and his parents described him as being always delicate, but 
there was no family history of any similar condition. Pregnancy 
and parturition were normal. For the first fourteen days he was 
fed naturally, but after this the mother’s milk failed and he was 
then fed with diluted condensed milk. Within two days of starting 
the new food he commenced to vomit, and the diet was then 
changed to diluted cow’s milk. The vomiting continued and be- 
came projectile in character, the child remaining small and 
wasted. Constipation was marked. Medical treatment was tried 
for a fortnight, but during this time vomiting continued, in spite 
of frequent small feeds and stomach washes, and the child lost 
half a pound in weight. He was then transferred to my service on 
February 20, 1913. At that time he was markedly thin and wasted, 
and weighed only five pounds, resembling a premature child rather 
than one of two months of age. Any food administered was 
forcibly vomited, there was visible peristalsis in the abdomen 
passing from left to right, and at times an ill-defined tumor could 
be felt in the position of the pylorus. Operation was decided 
upon, chloroform and ether anesthesia being used. 

A vertical incision was made through the right rectus, a pos- 
terior gastro-enterostomy being performed. The small intestine 
was of the size of an average lead pencil so that some difficulty 
was experienced in making a neat junction. The opening was 
made so as to lie vertically and as close to the pylorus as possible, 
the opening being one and a half inches in length. The junction 
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was made in the usual way with four sutures with the aid of 
clamps. The edges of the mesocolon were sutured to the junction 
and the abdominal wall was closed, the operation occupying twelve 
minutes. Before closing the peritoneum three ounces of sterilized 
saline were poured into the cavity. 

The patient stood the operation well and showed no evidence 
of shock. On returning to the ward rectal salines, half an ounce 
hourly, were instituted, diluted peptomized milk being also given 
by mouth in small quantities. The amount was gradually in- 
creased until the normal quantity was administered. Vomiting 
ceased from the time of operation and the patient steadily im- 
proved. At the time of discharge on March 23, 1913, he appeared 
to be a healthy baby and had completely lost the shrunken appear- 
ance. In a month since the operation, he gained 2 pounds 10 
ounces, weighing 7 pounds Io ounces at that time. There was no 
return of the vomiting and the child was taking his food well and 
the bowels were opened regularly. Peristalsis was no longer 
visible in the upper abdomen. After leaving hospital the child 
continued to progress favorably and each month had gained con- 
siderably in weight. On the first of June his weight was 13 pounds 
6 ounces and he appeared in every way a normal child. On Sep- 
tember 26, the mother brought the child to hospital, as there had 
been a return of vomiting associated with diarrhcea. He was seen 
and admitted to the medical side as a case of epidemic diarrhoea 
and vomiting. Until two days before re-admission he had re- 
mained perfectly well. In spite of careful medical treatment the 
child died with the typical symptoms of epidemic diarrhoea and 
vomiting on September 30, 1913, that is, seven months after 
operation. 


Post-mortem Appearances——Examination of the abdomen was alone 
permitted. There was a three and a half inch vertical scar in the epigas- 
trium half an inch to the right of the midline. This was well healed and 
there was no sign of ventral hernia. The peritoneal cavity was free from 
adhesions while the viscera were in their undisturbed conditions. The 
stomach was not dilated. The pylorus, however, was felt to be markedly 
hard and thickened, forming a tumor-like mass three-quarters of an inch 
in length (Fig. 1). On lifting up the stomach the junction between the 
jejunum and stomach was seen. The mesocolon was adherent to the line 
of the junction and in this position were several membranous adhesions 
running from the mesocolon to the jejunum (Fig. 2). The stomach, duo- 
denum, and pancreas, together with the upper portion of the jejunum, 
and part of the transverse colon were removed en masse. Before opening 
the stomach the cesophagus and jejunum were ligatured and it was then 
found that the pylorus was impervious to the passage of fluid, but there 
was a free passage through the gastro-enterostomy opening which was 
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large enough to easily admit the gloved finger. On opening the stomach 
the gastro-enterostomy opening was seen about one inch in diameter 
situated one and a half inches from the pylorus (Fig. 3). Portions of 
catgut sutures were still apparent in the mucosa at the site of junction. 
The pylorus, on section, showed an enormous hypertrophy of the muscular 
coats and the mucosa could be seen thrown into folds, which were tightly 
packed together so as to occlude the lumen. From the duodenal aspect 
the pylorus showed a characteristic projection into the duodenal cavity. 
Microscopic section of the pylorus showed that the thickening of the 
wall was due to a great hypertrophy of the circular muscular coats. The 
lower part of the ileum showed the flannel-like mucosa and multiple 
petechie characteristic of epidemic diarrhoea and vomiting. The con- 
dition, therefore, was characteristic both clinically and pathologically. of 
congenital pyloric stenosis. The symptoms were progressive but were 
entirely relieved by surgical treatment. Although none of the food passed 
through the pylorus and this latter structure was at complete rest, there 
was no alleviation of the muscular hypertrophy. The thickening of the 
pylorus was as marked at the post-mortem examination as at operation 
and was impervious to the passage of water. 


Since the first accurate description of this condition by Hirsch- 
sprung,**® much work has been done upon the subject and many cases 
have been described. The etiology of the condition is somewhat ob- 
scure. Hutchison ** states that 80 per cent. of the cases occur in boys, 
and Still,®” in his series of 20 cases, found only 3 females. The con- 
dition, although called congenital, rarely gives symptoms at birth, and 
in the majority of cases it is only after the lapse of two or three weeks 
that symptoms begin to occur, and in many of these, as in the case re- 
ported above, the symptoms follow shortly after a change in the diet 
from maternal to artificial food. In certain cases, however, the lesion 
does appear to be present at, or before, birth, and Cautley * reports a 
case where the condition was present in a seven months’ foetus. Very 
frequently the condition occurs in first-born children and Hutchison 
quotes Davidson as giving 10 out of his 19 cases as first-born. It is 
possible, however, that this in itself is dependent upon the change from 
normal to artificial food, for it is with such first-born children that the 
mother’s milk is more likely to fail. In certain cases there is a family 
history, and Rammstadt *? reports a case which was one of three oc- 
curring in the same family. There seems to be a marked increase in the 
frequency of the condition in late years. Thus, as already described, 
Hirschsprung first accurately described the condition in 1888, and since 
then the condition has been recognized with increasing frequency. 
Couttes *° states that in 12 years at the Shadwell Hospital only 3 cases 
were recorded, but in the following 6 months 6 cases were admitted. It 
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is a moot point, however, as in the case of most other abdominal lesions, 
whether this increase is real or whether these cases were previously 
entirely overlooked. Although, as already mentioned, the majority of 
cases occur in young infants, a condition has been recorded which is 
found in adults and which in some aspects seems to simulate the lesion 
here described. Landerer,*® in 1879, and Maire,** in 1885, first ac- 
curately described this condition, but since then Russell ** in recording 
notes of 3 of his own cases states that there is a long history of the 
symptoms suggesting that the condition had existed since birth. The 
persistence of the hypertrophy of the muscle in my own case even after 
operation would seem to show that the condition is one which does not 
tend to clear up. A considerable amount of discussion has arisen as to 
whether it is (1) an entirely separate lesion, (2) of the same nature as 
the so-called congenital pyloric stenosis, but starting later in life, or 
(3) the condition of congenital pyloric stenosis which had been only 
partially relieved by medical treatment in early life. Maylard **** has 
drawn particular attention to the condition. He described in all 19 
cases in which the lesion was more marked in women than in men. In 
this paper he stated definitely that he believed the condition was in no 
way akin to congenital pyloric stenosis, for although there was definite 
narrowing of the lumen there was apparently no thickening of the 
pyloric walls. Ina later paper, however,** he records a case occurring 
in a woman thirty-seven years of age, which he regards as being con- 
genital in nature and the symptoms of which had existed for several 
years. 

Pathology.—The condition consists of a marked thickening of the 
wall of the pylorus and pyloric canal together with definite narrowing 
of the lumen of this portion of the stomach. The normal wall of the 
pyloric antrum in children should, whilst in a state of relaxation, be 
not markedly thicker than the rest of the wall of the stomach. When con- 
tracted it will of course be somewhat thicker. In these cases of con- 
genital pyloric stenosis the wall is very often half an inch to three- 
quarters of an inch thick and most of the enlargement is concentric 
so that the pylorus from the outer aspect does not appear to be definitely 
thickened. In fact in some cases it may be narrower than usual. It is 
owing to this thickening of the wall that the lumen is so definitely con- 
tracted, but at the same time, owing to the contraction, the mucous 
coat is thrown into longitudinal folds which may completely fill the re- 
maining portions of the space. The mucous coat, however, is not in 
itself contracted, so that if the muscle itself be freely divided the lumen 
of the pylorus may be dilated to its normal extent without rupturing 


22 345 








ALBERT J. WALTON 


the mucous coat. From the gastric aspect the cavity of the stomach is 
seen to gradually taper until the constricted lumen is reached. On the 
duodenal side, however, the transition is sudden and the thickened 
muscular coat projects forward into the lumen of the duodenum so as to 
give an appearance which has often been likened to that of the cervix 
uteri. The stomach itself is dilated and its walls are hypertrophied, but 
this hypertrophy does not pass gradually into the thickening of the 
pylorus, so that it appears to be not an extension of the latter condition 
but a simple hypertrophy such as may be found with any form of pyloric 
obstruction. It is, however, most marked in the pyloric antrum and 
less in the cardiac portion. Hutchison ** states that occasionally the 
lower end of the cesophagus may also be hypertrophied. As regards the 
nature of the thickening of the pyloric wall, this has been found to be 
due to an enormous overgrowth of the muscle coats. Bunts® regards 
the condition as being due to pure hypertrophy of the muscular fibres, 
but Hipsley ** asserts that the condition is not one of simple hyper- 
trophy for not only is there an increase of fibrous tissue as well as 
muscle but between the circular fibres are bundles of muscle running 
in varying directions. The majority of observers are, however, in favor 
of the condition being due to a pure muscular hypertrophy. Three 
main views have been held as to the cause of this hypertrophy: (1) 
That it is due to congenital malformation; (2) that it is due to spasm 
of the muscle, the long continued spasm being followed by hypertrophy ; 
(3) that it is due to incodrdination between the movements of the 
stomach and pyloric walls. 

Hutchison,’ in his masterly review of the subject, considers the 
evidence in favor of these three views. As he points out, the facts— 
that the symptoms are not present at birth—that these children do not 
as a rule show other congenital malformations—and that there is no 
relaxation of the hypertrophied muscle—are against a congenital origin. 
To this might be added the fact that it is quite exceptional to find a 
family history of the disease, although such a history is common with 
other congenital malformations. In spite of these facts Cautley ® re- 
gards the condition as a congenital overgrowth and believes that in 
the attempt to secure an efficient pylorus nature has produced too great 
a quantity of muscular tissue. 

In favor of spasm is the fact that the condition comes on more com- 
monly some two or three weeks after birth and such a spasm would 
account not only for the hypertrophy of the pyloric muscle, but also 
for the partial or complete occlusion of the pyloric canal, and since, as 
will be shown later, many of the cases are, in their early stages at least, 
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relieved if not permanently cured by medical treatment, it is necessary 
to believe that the pylorus can dilate as could happen if the occlusion 
were due to simple spasm. The condition in fact may be regarded as 
analogous with the so-called cardiospasm and possibly with idiopathic 
dilatation of the colon. Since, moreover, the condition is more common 
when a change is made from maternal to artificial food, a factor is 
present which might be sufficient to give rise to the spasm. Even if 
the condition be due to this spasm it would be necessary to discover the 
cause of the spasm. In none of the reported cases has any definite 
abrasion or ulceration been described and in none of the cases in our 
pathological department have I been able to distinguish any such lesion. 
It is possible, however, that such a spasm might be excited either by 
some lesion remote, or even by some change in the gastric contents. All 
surgeons are conversant with the marked temporary spasm of the 
pylorus which is so often seen at operation in some cases of duodenal 
ulcer or even appendix dyspepsia, and in this condition both Engel ™* 
and Pfaundler *® describe a hyperacidity of the stomach contents. 
Miller and Wilcox,*’ however, deny the presence of any hyperacidity, 
and the work of Feer '® showing that the hyperacidity is the result, and 
not the cause, of pyloric obstruction, together with the experiments of 
Cameron’ showing that, even if such hyperacidity does exist, acid on 
the gastric side of the pylorus relaxes rather than contracts the 
sphincter, would seem to negative this suggestion. Shattock,*? in his 
able article on the idiopathic dilatations in general, inclines to the belief 
that the spasm is secondary to a hyperesthetic condition of the pyloric 
mucosa, so that even the passage of the normal stomach contents is 
sufficient to set up the spasm. Even if the presence of such a spasm 
is the preliminary cause of the hypertrophy the present case would 
seem to show that when once the condition is firmly established even 
complete relief of any possible irritation as occurs after gastro-enter- 
ostomy is not sufficient to allow the condition to abate. The condition 
has, in fact, become something more than pure spasm. As regards the 
last view that the condition is due to incoordination between the move- 
ments of contraction of the stomach and of relaxation of the pylorus, 
although this view is supported by Thomson ** who states that the con- 
dition might commence in intra-uterine life, but little evidence can be 
brought forward either in support or in opposition to it. If the con- 
dition is regarded as analogous with cardiospasm, idiopathic dilatation 
of the colon, and the condition Shattock described as idiopathic dilata- 
tion of the bladder, then such a theory would satisfactorily explain all 
these conditions and at the same time would make the temporary relaxa- 
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tions which appear to occur possible. On the while, however, present 
evidence is in favor of the condition being due to a primary spasm 
which later is followed by pure hypertrophy of the muscle coat, which 
hypertrophy when once fully established not only permanently occludes 
the lumen but is unlikely to fall into abeyance. 

Symptoms.—As mentioned previously all are agreed that the symp- 
toms rarely commence at birth. Garrod ** gives the date of onset as 
varying from the first to the fifth week and in 4 of Still’s °° 20 cases the 
symptoms commenced within the first week of life. In my own case 
the symptoms first showed themselves between the second and third 
weeks of life, the onset being associated with change from maternal 
to artificial food. As a general rule the first symptom is vomiting. In 
the earlier stages this is slight in amount and follows each meal, being 
mistaken for simple regurgitation and thus may lead to a change in 
the variety of food given. Such changes are not uncommonly followed 
by temporary relief and thus it is that the dietetic treatment is con- 
tinued on inadequate lines until the disease is well established. In the 
course of time, vomiting becomes more marked and larger in quantity 
until, perhaps, the whole of the food is returned. Not only do the 
quantity and frequency of the vomit increase but one of the most 
characteristic symptoms is the force in which it is ejected. For this 
reason the ccndition is described as projectile vomiting and the mother 
will state that the food is brought up not only without much apparent 
effort but that it is ejected for a considerable distance or, as the mother 
puts it, it is pumped up with great force. At this time there is other evi- 
dence of the failure of the food to pass the pylorus. The child becomes 
constipated and soon begins to waste. The body has a shrunken and 
wizened appearance so that the eyes are shrunken and the skin hangs 
in folds. Weight is rapidly lost, and, as in the case here described, the 
child may at the age of two mouths weigh less than it did at birth. On 
examination the upper abdomen may be seen markedly distended, and 
on palpation, or the administration of food, visible peristalsis may be 
elicited. This has all the characteristics of stomach peristalsis. It is 
seen in the upper abdomen and passes from left to right and during 
contraction the outline of the stomach may be easily seen and felt. The 
lower border of the stomach not uncommonly reaches the umbilicus. In 
the more advanced cases it is possible to make out a definite tumor in 
the region of the pylorus. This tumor, which is formed by the hyper- 
trophied pyloric wall, is situated to the right of the dilated stomach and 
is freely movable. At times it may be seen to vary in constancy, being 
most marked when the muscle is apparently contracted. The frequency 
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of this sign is variable, but Marsh * states that he was able to feel the 
pylorus in four out of his six cases. 

As regards the condition in adults, Russell ** has shown that there 
is in the majority of cases a long history of symptoms. There will be 
indefinite attacks of stomach trouble or digestive difficulties so that the 
patient will have to exercise care in the choice of his diet. In some cases 
the symptoms tend to be slight and constant rather than occurring in 
definite attacks, but even if the symptoms are constant any excess of 
food is likely to be followed by attacks of either more severe dyspepsia 
or what the patient describes as bilious attacks. On more careful in- 
vestigation it may be found that the symptoms are rather those of 
gastric dilatation, and as time goes on the attacks become not only more 
severe but more frequent. In his cases examination showed evidence 
of dilatation, peristalsis perhaps being present. He states that spasm 
of the pylorus may be felt. In spite, however, of these symptoms and 
the course of the condition, he advocates medical before surgical treat- 
ment. He states that when this method is no longer sufficient to enable 
the patient to nourish himself he should be advised to submit himself 
to operation. Since, however, all his cases were diagnosed on opera- 
tion, and since also the symptoms are usually progressive, there seems 
little to be gained by putting off the operative treatment. 

In the diagnosis of the condition as it appears in infants, but little 
difficulty will be experienced. The forcible and projectile vomiting, 
the marked wasting in spite of the most careful dieting, and the ob- 
stinate constipation will make the diagnosis clear. In more advanced 
cases the visible peristalsis, and the dilatation of the stomach with the 
possible presence of tumor will prevent any possibility of doubt. Never- 
theless, Pisek and Le Wald ** advocated the use of X-rays after the 
administration of bismuth. They state that in normal infants the 
food is passed into the duodenum a minute or two after its ingestion. 
Such a method can only be of use in the very early stages. Unfortu- 
nately so many cases when sent to hospital are moribund and a large 
proportion of those entering the London Hospital have died within 
thirty-six hours of admission, being far beyond the hope of medical 
or surgical treatment. In the later cases occurring in adults it is un- 
likely, unless there is a definite history of the presence of the condition 
during infancy, that accurate diagnosis can be made. The symptoms 
are more likely to suggest an organic lesion following a chronic gastric 
ulcer, for as Maylard **** has pointed out they are extremely diverse 
and in all probability the diagnosis will only be made at operation. 

Prognosis and Treatment.—All are agreed that without treatment 
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the condition is steadily progressive, but very much discussion has arisen 
as to whether the treatment carried out should be medical or surgical. 
In favor of medical treatment, Hutchison ** states that he has seen 
20 cases in private practice, 17 of which treated at home have recovered, 
and he-definitely states that all of these cases exhibited the classical 
features of congenital pyloric stenosis in a pronounced degree and hence 
there is no doubt that they were this condition and not a simple one of 
temporary muscular spasm. He states, however, that at the Children’s 
Hospital where medical treatment was alone adopted there was a 78 
per cent. mortality in 64 cases, which he believes is due to the fact that 
at hospital they are seen at a later stage. He believes that, regarding 
the ultimate results of medical treatment, in some cases, at least, the 
cure is both complete and permanent and mentions cases examined five 
years after treatment with no return of symptoms. In one case, how- 
ever, there was still dilatation of the stomach three years after apparent 
recovery, and he suggests that some of the cases already described 
which were recorded by Russell and Maylard may perhaps have origi- 
nated in this way, and it is of interest here to note that Barling? has 
described two cases of the ages of twenty-seven and seventeen years 
respectively, which showed the characteristic appearance of the con- 
genital type of lesion and thus were quite distinct from those reported 
by Maylard. 

Pearse *® has reported a case in a child one month old which was 
cured by medical treatment and which had been followed up for a year 
after treatment and had remained cured. Still * also writing in support 
of medical treatment states that excluding three cases treated before 
the modern methods came into vogue, and 3 further cases which were 
lost sight of, there were 19 recoveries out of 36 cases, that is, a mortality 
of 47 per cent. 

Heubner,”* Starck,*® Bloch,* and Bendix* have between them reported 
71 cases treated on medical lines, of which 66 recovered. These latter 
figures would seem to be greatly in support of medical treatment, but 
when the subject is viewed from the surgical aspect they are equally 
startling. The cases, to the figures of which I have personally had access, 
total 23 in all. Nineteen were treated by medical means alone, of 
these 18 died, whereas 4 were treated by surgical means with 2 re- 
coveries. It is perfectly true that all these cases were hospital patients, 
and hence, as Hutchison has pointed out, one would expect in them a 
high mortality from medical treatment. Scudder *® also states that in 
his experience the mortality in medical treatment is between 80 and go 
per cent. and what is more important quotes the end results of some 
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so-called medical cures. Of three such cases, one at the age of two and 
a half years was rhachitic dwarf, weighing 2134 pounds, a second grown 
to childhood is vomiting all solid food, while a third at the age of six 
years lives entirely on fluids. He says that as far as he is able to de- 
termine no true tumor has yet been cured by medical treatment and 
no so-called medically cured case has ever been proved to have had the 
disease. He also quotes the case reported by Morse, Murphy and 
Wohlbach where the tumor was found at autopsy six and a half 
months after successful gastro-enterostomy. This case, together with 
the one I report here, certainly seems to show that in spite of perfect 
rest obtained by operation there is no tendency for the tumor to 
improve. 

As regards the results from surgical treatment Scudder has collected 
together 33 cases, 14 of them being his own, 3 only of which died. In 
addition to this last many small series have been published, the results of 
which have been very yariable; thus, Downes '* has published 2 cases, 
both treated by gastro-enterostomy and both successful. bunts ® re- 
ports 7 cases, 3 of which died, all of them being treated by an anterior 
gastro-enterostomy. Nicoll ** gives a series of 3 successful cases, 2 being 
treated by posterior gastro-enterostomy and 1 by pyloroplasty. He 
also quotes a further series of 6 cases on which he performed pyloro- 
plasty. Of these cases 1 died and 5 were cured. Burghard* has had 
II recoveries out of 16 cases. Lendon *° reports 8 Australian cases of 
which 6 died. Thomson °* gives the mortality as 15 out of 23 cases, 
but he admits what is perhaps one of the most important points, that 
in so many of these cases operative treatment is sought only as a last 
resource. Cautley *° has also emphasized this point and gives a series 
of 6 recoveries out of 7 cases in private, but a mortality of 4 out of 5 
in hospital cases. Later, in a paper with Dent,’ he advocates pyloro- 
plasty and records 50 per cent. of recoveries. Grenet, Veau and 
Sedillot ** report a case successfully operated on at the age of two 
months. 

A very important series is that published by Fredet and Tixier *° in 
so far as they show the after-results of operative treatment. One 
child operated on at the age of two months is now five and a half years 
old and in excellent health. A second case had pyloroplasty performed 
at the age of thirty days and now at the age of five and a quarter years 
is in perfect health. Ina second paper * they reported a case operated 
upon at the thirteenth day of age, a posterior gastro-enterostomy being 
performed. A vicious circle appeared and necessitated lateral anasto- 
mosis. At the time of the report the child was one hundred and nine 
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days old and perfectly recovered. On the other hand, Sarvnot ** has 
collected 23 recorded operations with death in 13 and recurrence in 10. 

From these figures it is difficult at first sight to determine whether 
medical or surgical treatment should be adopted. ‘The series of suc- 
cessful cases following medical treatment cannot be overlooked and 
there is no doubt that even if the cases of recurrence are excluded there 
still remains a large number which are cured by medical treatment. On 
the other hand, it must be admitted that many such cases do die as the 
result of medical treatment alone, whereas, surgical intervention has 
been very successful. It must also be remembered that the surgical 
statistics appear to give bad results very often owing to the fact that 
operative intervention is often only sought when the child is moribund. 
It would seem, then, that there are a certain number of cases which 
should be treated by medical means but that there are other cases in 
which surgical intervention alone holds out any hope of success. The 
difficulty is to determine which cases fall into either category. 

As already mentioned, Scudder has stated that he has never known 
a case in which a tumor being definitely present recovered from medical 
treatment, and he has also pointed out that X-ray examination after 
posterior gastro-enterostomy shows that no food passes the pylorus. 
That the condition may show no improvement as regards the stenosis is, 
I think, definitely proved by the case I have reported above, for here, 
in spite of perfect rest, which no medical treatment could hope to 
emulate, the obstruction of the pylorus persisted and there was not the 
slightest evidence of any decrease in the thickness of the pyloric wall 
even seven months after gastro-enterostomy. 

Nicoll ** has suggested that there are minor cases in which there is 
simply a spasm and that these are alone cured by medical treatment 
and more severe cases in which surgical treatment alone avails. 
Hutchison ** does not believe in this view for his own cases successfully 
treated by medical means all showed the classical features in a pro- 
nounced degree. Although it is very possible that there is a certain 
amount of truth in this distinction, it cannot be definitely accepted whilst 
our knowledge of the pathology remains so indefinite, moreover, even 
if it is true it would be a very difficult matter to determine which of the 
cases were suffering from spasm and which were those in which hyper- 
trophy was present. From a practical point of view it is necessary 
to have some arbitrary line of distinction between the cases treated 
medically and those demanding operation. Since there is so much | 
evidence that if a definite tumor be felt, but little if any increase of 
lumen can take place, it seems essential that all such cases should have 
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early surgical intervention. In other cases the method likely to be 
followed with the greatest amount of success is that of limiting medical 
treatment to a definite time unless there are well-marked evidences of 
improvement under this treatment. It is true that Hutchison has 
stated that no time is too late for medical treatment and that cases by 
such means recover even when considered hopeless. But a greater 
part of the evidence seems to make clear that the longer such cases are 
left the less likely are they to recover by medical means. As regards 
the time limit to be set in such cases, | would suggest two weeks if the 
child is progressing unfavorably and three weeks if it is holding its own. 
It is perhaps unnecessary to point out that the best method of testing 
the reaction to treatment is a careful observation of the weight of the 
child. As regards the forms of treatment to be carried out, the medical 
methods will consist of careful dieting and gastric lavage, the details of 
which need not be considered further here. Cheinisse *? believes that 
the sucking movements increase the pyloric spasm and advocates nasal 
feeding, while Batten ? records a case cured by this method of treatment 
continued for 27 days. 

As regards the methods of surgical treatment there are four 
operative measures which have been at various times carried out, 
namely, gastro-enterostomy, divulsion, pyloroplasty, and pylorectomy. 

Mayo Robson ** has collected together the results of these methods. 
As regards pylorectomy, Scudder,*® Ibrahims,”* and Fisk 7° have all had 
a mortality of 100 per cent. with this operation. It is therefore not to 
be advocated. The other results varied in efficacy with the different 
reporters. As regards pyloroplasty, many have had good results and 
mention has already been made of Nicoll’s six cases with five recoveries. 
In these cases a “ V Y ” incision was made into the pylorus, the lumen 
thereby being considerably opened out. Rammstadt *? reports an in- 
teresting modification of this operation which he attributes to Weber. 
Here the wall of the pylorus is divided longitudinally as far down as 
the mucous coat and then allowed to gape. Coombe ** also advocates 
pyloroplasty as a most satisfactory operation. Divulsion suffers from 
the objection that the condition is liable to recur, and to be in any way 
satisfactory an incision has to be made into the stomach and thus 
but little time is saved. 

Fredet and Tixier*®?* favor gastro-enterostomy and Scudder’s 
series *° of six consecutive successful cases certainly support this method 
of operation. Personally, I am strongly in favor of the latter operation. 
It is one which the majority of surgeons from their treatment of other 
stomach lesions will be much more familiar with, and will, therefore, be 
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able to perform more rapidly—a point of very considerable importance 
in the treatment of these young infants. I find that it is possible by the 
use of a modification of the four suture methods described by Sherren ** 
to perform the operation in from twelve to fifteen minutes from the 
time of the first incision to the time of the last stitch, and it is doubtful 
whether any form of pyloroplasty with the exception of, perhaps, that 
described by Rammstadt could be performed with greater rapidity. 
Accessory forms of treatment must not be overlooked, thus children are 
often handed over to the surgeon in a very poor condition and I think it 
is insufficiently realized that this is chiefly due to a lack of fluid. The ad- 
ministration of saline per rectum, one ounce hourly for six or eight hours 
before operation,and for as long a time after, will do much to bring about 
a successful result. Before the peritoneum is closed one to two ounces of 
sterilized saline may also be poured into the cavity and immediately 
after operation a small feed of peptonized milk should be administered 
by mouth. When a gastro-enterostomy has been performed feeding by 
mouth will have no more ill effect than in a similar condition in an 
adult, but it is essential that great care be taken in the feeding of these 
cases and wherever possible the surgeon should work in conjunction 
with a physician so that adequate attention be given to the details of 
after-treatment. 
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DIFFUSE LYMPHANGIO-ENDOTHELIOMATOUS GROWTHS 
OF THE PERITONEUM 


By T. S. Trrumurti, M.B. anp C.M. 


oF Mapras, INDIA 
ASSISTANT TO THE PROFESSOR OF PATHOLOGY, MADRAS MEDICAL COLLEGE 


THE patient was a Hindu, male, aged sixty years. He was 
admitted into hospital with a history of fulness in the abdomen 
of 1144 months’ duration, and stated that he noticed the swelling 
first in the left iliac region. Since the appearance of the swell- 
ing he had vomiting, severe constipation and anorexia. He was 
gradually losing flesh and strength. The vomit was of a green- 
ish-yellow color. He gave no history of cough or fever and 
there was nothing noteworthy in his family history. 

The patient looked fairly nourished and had a fulness of the 
lower abdomen. On palpation an indistinct tumor was felt in 
the lower part of the abdominal cavity extending into both the 
iliac regions, its upper limit being about 2 fingers’ breadth above 
the umbilicus. It had a soft, crumbling, doughy feel, was dull 
on percussion and was separated from the liver dulness by an 
area of resonance. The abdominal wall over the lower region 
of the tumor dulness was cedematous. The tumor was more 
distinctly felt in the left iliac region and around the umbilicus. 
There were no symptoms referable to the urinary system. A 
ballooned rectum was revealed on digital examination. The tem- 
perature was normal in hospital. The examination of the heart 
and lungs showed no evidence of disease. 

A suspicion of tubercular peritonitis was entertained as the 
feel of the abdomen was very suggestive of it, especially that of 
tabes mesenterica. An exploratory laparotomy was performed 
by an incision to the left side of the middle line. Clear yellowish 
fluid escaped from the peritoneal cavity and the intestines were 
found thickened and matted together. The small intestines were 
drawn back to the posterior abdominal wall owing to the thick- 
ening and contraction of the mesentery. The omentum was 
thickened, contracted and hanging in folds. As the disease was 
extensive the abdominal wound had to be closed and nothing 
could possibly be done for the patient. He died the day after 
the operation and a post-mortem examination on him was con- 
ducted by Major H. Kirkpatrick, I.M.S., and myself. 


The body was that of a fairly nourished man (height 5 feet 4 inches, 
weight 104 pounds). Rigor mortis was present and there was no post- 
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mortem staining. On the left side of the abdomen was a recent opera- 
tion wound about 6 inches long from above downward, stitched up with 
fishing gut. On opening the abdomen the intestines were found semi- 
distended, their coils glued to each other and in the lower part of the 
abdomen reddish in color. The peritoneum, both visceral and parietal, 
but especially the latter, was found covered with numerous, firm, raised, 
yellowish-gray plaques and nodules. Over the cecum and ascending, 
transverse and descending colons there were numerous, firm, yellowish 
nodules, like peas and beans. The peritoneal cavity contained about a 
pint of blood stained fluid. On opening the thorax the lungs showed no 
adhesions to the parietes and about 4 ounces of blood stained fluid was 
found in each pleural cavity. The heart and lungs presented nothing 
deserving note. The kidneys were normal. 

The spleen was medium sized with thickened capsule and kept its 
shape. The lower pole was stained dark greenish as a result of post- 
mortem decomposition. A few small yellowish, pin-head-like, raised 
deposits resembling tubercle were seen on the surface. On section they 
were found limited to the capsule and were not seen to extend into 
the substance of the spleen. The spleen was of a deep red color, normal 
in consistency and showed trabecular markings. 

The liver was firmly adherent to the diaphragm. The pylorus and 
duodenum were adherent to the under surface of the liver. The surface 
was of a yellowish-grey color and smooth. On section it was of a pale 
grey color with a firmer consistency than normal and lobular markings 
were faintly visible in places. 

The intestines were removed with difficulty, as the mesentery was 
shortened and very much thickened and the intestines were glued to 
each other by adhesions which offered some resistance to break down. 
The mesenteric glands were not enlarged. There was no omentum to be 
seen. It was represented by a thickened mass covered with firm yellowish 
nodules adherent to the transverse colon. The wall of the large intestine 
was very much thickened all through and the peritoneal surface was studded 
with numerous firm, raised, yellow, nodular deposits replacing the ap- 
pendices epiploice (Fig. 1). No caseating glands were found in the 
thickened mesentery. No ulcers were seen in the intestines. The stomach 
and pancreas were normal. 

The appearances at the time of the operation and at the post-mortem 
examination suggested a chronic tubercular peritonitis, though of an 
unusual type. 

Microscopical examination of sections of peritoneal deposits, yel- 
lowish nodules over the large intestines and nodular yellowish masses 
attached to the transverse colon, was made. The sections show a general 
condition of fibrosis. In places the fibrous tissue is hyaline. The fatty 
tissue is invaded by fibrosis, and small loculi can be seen in the tissue 
which contain cells which are oval in shape, having a large proportion of 
protoplasm, which in many cases is fatty. These cells are most numerous 
near the fatty tissue. In the yellowish deposits over the large intestine, 
the fibrous tissue is somewhat hyaline and some small multinucleated 
cells are present. The nuclei of these cells are large, about four occupy- 
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ing the cell. In places the section has the appearance of a scirrhous 
carcinoma, but very few cells are present in each loculus (Figs. 2a and 2b). 

No giant cells, caseating areas or giant cell systems were found. 

Sections of deposit over the capsule of the spleen consist of a hyaline 
fibrous tissue which is arranged in a whorl, the centre of which is necrotic. 

The microscopical appearances of these nodular deposits were very 
much unlike those of tubercle. There were no history of hectic fever, no 
primary lesion in the lungs or ulceration of the intestines or caseating 
glands in the mesentery. The deposits are in the form of patches, 
plaques, and yellowish nodular masses unlike the miliary tubercular de- 
posits which are usually about the size of a pin point or pin’s head 
scattered over, chiefly along the blood-vessels, with slight surrounding 
hyperemia. The appearances are those of some form of chronic pro- 
ductive inflammation other than tubercle. 


The only reference to a similar condition that I am able to find in 
the literature available to me is obtained from the Principles of Path- 
ology—Systemic—by J. George Adami who states, “ Another im- 
portant primary growth, although not at all common, is the endo- 
thelioma. This occurs in the form of multiple small plaques or warty 
excrescences, or again diffusely in more or less extensive sheets. It 
begins in a proliferation of the lining endothelium of the cavity or 
possibly from the perivascular lymphatics. The condition is sometimes 
associated with the effusion of fluid, occasionally bloody, together with 
deposit of fibrin, so that it simulates a chronic productive inflammation. 
Metastases are not common. Histologically the growth resembles an 
alveolar carcinoma.” 

The condition is probably one of a diffuse lymphangio-endothelio- 
matous proliferation of the peritoneum causing a chronic proliferative 
and productive inflammation of the peritoneum. 
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TUMOR AT THE MEATUS URINARIUS IN THE FEMALE 


By Benyamin Tenney, M.D. 
or Boston, Mass. 


JuNE 6, 1913, a female infant of four and a half months was 
brought to the Boston Dispensary by an agent of the Society for 
Prevention of Cruelty to Children and two alcoholic parents. The 
only story obtainable was that of neglect and abuse by the parents, 
and the appearance of a vulvar tumor at some uncertain time 
previous to bringing the child in. There was also a suspicion of 
traumatism in the case. 

The child was badly nourished, crying constantly, and strain- 
ing as with tenesmus frequently. On separating the thighs a dark 
red tumor about a centimetre and a half in diameter showed be- 
tween the labia majora below clitoris and in front of hymen. It 
was soft, velvety, and its surface was in several vertical folds. It 
seemed to come through the urethral opening and yet one probe 
passed in front of it as far as the umbilicus without meeting resis- 
tance and another passed in behind it, a shorter distance in a 
different direction without touching the first. The opening 
through which this tumor projected was too small to allow it to 
be replaced and every touch or attempt at replacement brought 
on spasms of straining and crying. No fluid was noticed flowing 
from or about it more than the reddish stain corresponding with 
handling the tumor. The labia and hymen were normal. The 
vagina was single with a single cervix. The clitoris was single and 
the pubic arch firm. 

The child was evidently very sick and was admitted to the 
hospital for operation at once. None of the several men who saw 
the infant would hazard a diagnosis. It lay between a prolapsed 
bladder tumor and a strangulated intestinal hernia through an arti- 
ficial opening. Under ether reduction was impossible. A small 
opening was made in the tumor and clear fluid came from this 
opening. A bit of tissue was cut from the edge of the opening 
and preserved for the pathologist. It then became possible to 
reduce the mass which had come out through the meatus. Two 
probes were again introduced with the same result as before, one 
passing to the umbilical region while the other could be passed 
back, leaving tissue between the two. 

We were still uncertain of our tumor origin and I decided to 
open the abdomen, to make sure I had not opened the intestine, and 
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then returned it into the peritoneal cavity. The cavity was per- 
fectly dry and clean. No blood anywhere. The bladder wall was 
greatly thickened, and hypertrophied. Its summit reached to the 
level of the umbilicus, which explained the two-inch distance to 
which the probe had passed. The child was unable to retain any 
food and died without abdominal distention or marked rise in tem- 
perature on the third day. No autopsy permit could be obtained 
and no report has been received from the bit of tissue saved for the 
pathologist. 


Searching the literature for corresponding cases seemed the only 
way to find an explanation of this unusual case. There are six quite 
different conditions under which such a tumor may appear. 

I. Papillary Angioma of the Urethra—Palm? in a lengthy article 
and Gregoire * more tersely sum up the knowledge of what has been 
called “ urethral caruncle,” one under the name of “ papillary angioma 
and fibroma,” the other under the name of “angiomatous papilloma.” 
They consider the bladder symptoms in these cases as due to the 
presence of what is practically a foreign body in the urethra. They 
briefly refer to two descriptions of urethral tumors with excessive de- 
velopment of nerve fibres, but neither of them has seen such and they 
quote other investigators who have failed to find them. The etiology 
of these tumors they find in the presence of some remains of the 
corpus spongiosum about the female urethra influenced by some micro- 
bian or mechanical irritation. Their age incidence was as follows: 
0-10, I0 cases; II—20, 8; 21-30, 39; 31-40, 24; 41-50, 24; 51-60, 27. 
67-70, 8; 70 plus, Io. 

Their size varies up to that of a large bean. One case of suspicious 
malignancy has been found. All other reports show nothing of the 
sort, though there is a great tendency to recur, one patient having been 
operated on eight times. 

II. Prolapse of Vesical Dilatation of the Ureter—Dr. Bor- 
TOMLEYS* paper on Congenital Strictures of the Ureter, lists three 
cases in which a dilated vesicular end of the ureter had protruded 
through the urethra as follows: 


GuerpT: Female, three weeks old, reported to have had diarrhoea and ab- 
dominal distention for eight days. A tumor was seen at the vaginal opening. It 
came through the urethra and could be pushed back through it. A plastic opera- 
tion was done on the urethra, but the tumor soon reappeared and finally sloughed. 

*Palm: Monatsschrift f. Geburt. u. Gynakol., 1901, xiii, p. 231. 

*?Gregoire: Ann. des Mal. des Org. G. U., vol. xxii, p. 342, 1904. 

* Bottomley: ANNALS or SurGERY, November, 1910. 
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At autopsy one ureter was found with cystiform protrusion into the bladder and 
passing down into the urethra. 

LECHLER: Female, three months old. Shrieked with every urination. 
Labia majora separated by cyst the size of pigeon’s egg. Cyst was tense and 
appeared to come through vaginal opening. Looked like the bladder. It was re- 
placed but on the third day appeared again. Urine suddenly shot out from it. 
Death in twenty-eight hours. At autopsy the urethra was wanting, the neck of 
the bladder opening directly into the outer air. The bladder was then opened 
through its anterior wall and there appeared a second bladder within, which was 
the dilated blind end of the ureter. 

JoHNsSOoN: Female, ten days old. Died of infection four days after rupture 
of a bulbous protrusion between the labia. Autopsy showed a protrusion from 
left side of bladder covered with mucous membrane, extending downward and 
gradually increasing in size and with the parts in their natural position occupying 
the whole length of the dilated urethra and beyond. On its right side is a rent 
opening into a hollow interior through which a probe passes into the ureter. 
Other viscera normal. 

Joun Crort*‘ gives the following observation. Female, fourteen months, 
presented a tumor the size of a walnut at the vulva. This burst during examina- 
tion and clear fluid flowed from it. It was replaced in the bladder after rupture 
and returned several times, but finally remained out of sight. 

ANpDRIA Marro® describes a female of thirty-nine years, with a fleshy tumor 
showing at the meatus after her third child. Surface showed folds, it was 
reddish-gray in color, soft and compressible, with a central cavity and a wall 
suggesting bladder tissue. Urethra easily admitted a finger and the tumor was 
felt attached to the right wall of the bladder. Patient incontinent. Right kidney 
large and movable. Some pus came from the tumor during handling and the 
tumor was slowly emptied. A ureteral catheter was pushed through it up to the 
kidney from which 20 cc. of pus were withdrawn. Tumor reduced and bladder 
filled with gauze to retain it. This had to be removed on account of pain and 
the tumor reappeared. Six weeks were spent in draining and irrigating the ureter 
and kidney pelvis. The bladder was then opened and the projecting ureter 
removed. The patient three years later was well and passing a clear, normal 
urine. He refers to a case of Colley, and one of Caille’s also, with prolapse of 
the ureter through the urethra. Kallisko has also reported a case of this sort 
according to Legueu. The original reports are not available here. 

Stmon * reports an adult patient with a tumor resembling a polyp at the 
meatus. It had a distinct pedicle coming from the urethra. Bimanually he felt 
a long rounded tumor to the left of the bladder the size of a baby’s arm. At 
operation the tumor proved to be the dilated pelvic portion of the ureter which 
was still further dilated and filled with pus outside the bladder. He removed the 
prolapsed end and reimplanted the upper part, with good results. 


The total of nine cases reported up to date suggests the exceeding 
rarity of this condition. The early age of all but one of these cases, 


‘Croft: St. Thomas Hospital Reports, New Series, vol. ii, 1871. 
*Marro: Abst. Jour. d’Urol., vol. iii. No. 6, p. 803. 
*Simon: Centralbl. f. Gynakol., 1905, p. 76. 
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when given, suggests a congenital condition. In the other case the 
history given does not decide when the obstruction first occurred. 
Neither do the histories throw much light on the appearance and feel 
of the tumors. Lechler’s case from Bottomley’s list is noteworthy in 
its absence of urethra. 


III. Prolapse of Bladder Tumor.—One case has been published by Mordert.' 
His patient was a married adult with urinary symptoms for five or six years. 
On separating the labia a gangrenous tumor appeared, the size of a thumb, with 
a pedicle coming through the urethra. His finger passed into the bladder, and the 
pedicle was found to be attached in the region of the trigone and surrounded by 
easily bleeding villous masses. It was removed with finger and curette. Five 
months after operation she was still free from unpleasant symptoms. No ex- 
amination of tumor is reported. 


Few cases of this, which is but a complication of the more serious 
condition, appear in the indices to medical literature. There is no 
reason why an intravesical new growth of proper size and location 
should escape prolapse more than the dilated ureters of which several 
have been recorded. It is very likely that these form a larger part of 
the tumors seen at the meatus than this paper shows. 

IV. Prolapse of Urethra—In Legueu’s Surgical Urology is found 
a minute description of this condition. He says that two-thirds of the 
cases appear before the age of fifteen, very few between that and fifty, 
and the rest beyond. A variety of causes are suggested but none proven 
or even generally accepted. The prolapse is circular usually, but may 
be partial. Its appearance is accompanied by pain in urinating and 
some drops of blood after. In complete prolapse, of which he has seen 
one case, the external surface of the tumor was directly continuous 
with the lining membrane of the vestibule. No space existed between 
the tumor and the muscular wall of the urethra, but a probe passed 
easily through a central depression into the bladder. 


HAMMOND * reports a case of a female of five with a bloody and foul vaginal 
discharge. There was no pain in urinating and no frequency. A tumor was 
visible behind the clitoris the “color and size of a damson plum.” Under 
anesthesia it was found to be a prolapsed urethra to the extent of about five- 
eighths of an inch all around. It was dark purple and almost sloughing and was 
cut away, the edges being sutured with catgut. He noted that the pelvic floor was 
loose and relaxed more than usual for the patient’s age. 

A more typical case was recently operated by Dr. Charles G. Mixter who 
has kindly given me these notes. A woman of seventy, who had borne several 
children, had no symptoms except frequency of micturition until four days be- 


* Mordert: Archiv. Med. d’Angiers, 1900, p. 220. 
*Hammond: Lancet, December 7, 1912, p. 1584. 
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fore he saw her. She then complained of pain in the region of her urethra on 
sitting down and when riding, followed by slight bleeding which persisted. 

Examination showed a black necrotic-looking mass bulging from her urethra 
the size of a horse chestnut, with a depressed opening in its centre through 
which a catheter could be passed into the bladder. Some cystocele and rectocele 
were also present. The mass with about one inch of necrotic urethra was excised 
and the stump of urethra was brought down and sutured to the vestibular mucous 
membrane. The convalescence was satisfactory and result, so far as known, 
good. 

V. Prolapse of Bladder Mucosa—This is discussed by Villar*® who also 
reports a case of a female of thirty-seven who had borne three children and had 
urinary symptoms and pain in the right kidney for six years with one attack 
of complete retention. When seen she had a small mass at the meatus which 
she had felt and partially reduced. He was able to pass a probe all around it into 
the bladder. Through a cystotomy opening he found a strip of membrane 6 cm. 
long and half as broad attached to the right of the bladder wall 2 cm. above the 
internal meatus. This was cut off at its base and the edges sutured. The tissue 
removed was mucous membrane with no appearance of any abnormality in its 
structure. 


He gives as possible reasons for these prolapses first a ruptured in- 
travesical dilatation of the ureter leaving a ribbon of mucous membrane 
which is elongated by the efforts of the bladder to expel it, until it 
appears at the meatus. Second, that the separation of the mucous 
membrane is begun by the dilatation of the closed ducts of some of the 
mucous glands near the meatus and then increased by bladder con- 
traction. Third, that there may be some osmotic condition between 
the urine and the fluids in the blood and lymph channels which pushes 
off the mucous membrane, similar to that assigned as a cause for separa- 
tion of the retina. The first of these theories would correspond with 
the right kidney pain, the frequent bladder symptoms, the acute reten- 
tion, and the final appearance of a strip of swollen mucous membrane 
at the meatus in his case. The literature on this curiosity is rare and 
not very definite and involves some theoretical pathology. One ex- 
traordinary case of a hernia of the mucous membrane into a ureter is 
reported by Carrel.'® 


VI. Prolapse of Bladder Wall—LuvuHam GrEENE™ reports a female, eighteen 
months old, who showed a tumor the size of a cherry at the meatus at the age 
of one month which at first was easily reducible. When he saw it, it was partially 
strangulated but reducible under an anesthetic. The ureteral openings were 
visible on the two sides and. were functioning regularly. After reducing the 
tumor he tried strapping the thighs together with a gauze tampon in the vagina. 


* Villar: Arch. Provencial de Chirurgie, 195, xiv, D. 373. : 
"Carrel: Ann. des Mal. des Org. G. U., 1900, p. 290. 
“Greene: Brit. Med. Jour., April, 1908. 
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This did not keep the mass in and he finally injected hard paraffin about the 
urethra with results that were satisfactory for months. 

A similar case was reported by Leecu.” A female of six months presented 
a small red mass below the clitoris. This disappeared under pressure, but reap- 
peared and increased to the “ size of a duck’s egg.” Urine could be seen trickling 
from the ureteral orifices. He split the urethra with a probe-pointed bistoury 
and returned the mass through it. He reports no recurrence. 

Crosse” has reported the case of a female of two and a half years. The 
child showed a florid red tumor, the size of a walnut, visible at the vulva. Two 
ureteral orifices were seen both delivering clear urine. When the tumor was 
reduced the urethra admitted the little finger. The prolapse remained reduced till 
the patient was sixteen years old, though she had complete incontinence. 

Croft in his paper also refers to a case of Murphy’s with similar appearance, 
in which both ureters were probed. This was reduced and the individual re- 
covered. Also one of Lowe in a female of two and a half years. A vascular 
tumor the size of a large walnut which received some relief from treatment }y 
cautery. 

SoxoLova “ describes the case of a female of eighteen months. At six 
months, after a vigorous cathartic, she had prolapse of rectum and a red tumor 
the size of a cherry at the meatus. On the back of the tumor was a small 
triangle suggesting the trigone with ureters. Urine was drawn from each. ‘he 
tumor was reduced under an anesthetic and the vulva packed with gauze held 
by a pad and a bandage. The child was constantly incontinent and left the 
hospital in five days with no relapse. 

Another case is described by Houze.™ which is peculiarly interesting as 
showing a definite defect in development which may have existed under the 
surface in the preceding cases of prolapse. 

His personal case was a female of thirteen months with a strangulated purple 
tumor at the vulva of two days’ duration. It was in folds and apparently covered 
with mucous membrane. There was a history of previous appearances of mucous 
membrane at this spot from birth, but they had been easily reduced either spon 
taneously or by digital pressure. He was able to reduce the tumor into the 
bladder under anesthesia and then did a plastic operation to prevent recurrence. 
The infant had a bifid clitoris and an ununited symphysis. 

Apart from the prolapse he discusses four other cases of female congenital 
incontinence. One was twenty-two, two young girls, and one an infant. All 
were less incontinent standing than lying down. Two had bifid clitoris and two 
had imperfect pubic union. One was operated on several times with final control 
of urine for four-hour periods. 


These five cases of Houzel all had a visible congenital defect. The 
bladder mucosa was visible as a red spot and all were incontinent. They 
were either cases of partial exstrophy of the bladder or of female 
epispadias. 

™Leech: Brit. Med. Jour., 1806, ii, p. 1128. 

* Crosse: Trans. Provin. Med. Surg. Assn., 1846. 

* Sokolova: Abst. Jour. d’Urologie, vol. ii, No. 6, p. 806. 

* Houzel: Jour. d’Urologie, vol. iii, No. 1, p. 25. 
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Is it not possible that in the cases of prolapse of the bladder before 
reported there was some failure in the development of the muscular 
tissue about the urethra which left a weak spot for the bladder to stretch 
and drop through? It seems a reasonable theory and in accord with 
what we now believe of the more common herniz. The actual weight 
of an infant’s bladder when filled is trifling. Moreover, they are lying 
down so much of the time that gravity can act but little. It is suggestive 
that the infants with prolapsed ureters were seen earlier than those 
with prolapsed bladder. This may be the difference between the sudden 
delivery of a tumor existing before birth as compared with the develop- 
ment of a tumor through a weak, and incomplete urethra. The number 
of times that the finger could be introduced into the bladder is also sug- 
gestive of an incomplete sphincteric apparatus. Two cases of complete 
inversion of the bladder following surgical removal or injury of the 
urethra suggest a relation between the imperfect sphincter and bladder 
prolapse. Both had laparotomies for repair and in neither case was 
any intra-abdominal cause for the inversion found.'®"" 

No report has been found of intestinal hernia through the urethra 
following violence as was suggested in my case. 

The sudden appearance of the tumor, the tissue between the two 
probes inserted into the bladder, the escape of clear fluid from the nick 
in the tumor, the much dilated and hypertrophied bladder suggesting 
repeated effort to overcome some obstruction, and the age of the child 
lead me to the conclusion that my patient had an intravesical dilatation 


of the ureter which prolapsed through the urethra and appeared at the 
meatus. 


CONCLUSIONS 


There are six conditions under which tumor may appear at the 
female meatus. 

1. Papillary Adenoma.—Dysuria, pain with physical contact, some- 
times slight bloody staining. Not larger than 1 cm., and usually smaller, 
usually single, varying shades of red, attached on one side of canal and 
usually the posterior, uncommon, except between fifteen and forty 
years, rarely malignant, frequently recur after removal. 

2. Prolapse of Dilated Ureter—Dysuria, pollakiuria. Tumor cyst 
like a flaccid mucous membrane, “size of thumb” or less, appearing 
either within a few weeks of birth or after months or vears of vesical 
irritation and one-sided symptoms. Probe can be passed all around the 


* Pique: Bull. et Mem. de la Soc. de Chemie, xxviii, 1902, p. 636. 
" Heinsins: Abs. Jour. d’Urol., vol. No. 4, p. 567. 
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pedicle except for one spot. Sometimes mouth of ureter can be identi- 
fied. Constant tenesmus. 

3. Prolapse of Bladder Tumor.—Hematuria, dysuria, pollakiuria. 
Size and structure must vary. Rare in children. Tumor follows long 
train of bladder symptoms. 

4. Prolapse of Urethra—Symptoms like papillary adenoma except 
for absence of pain and tenderness. In one case came out five-eighths 
of an inch. Central canal through which probe passes into bladder. 
Said to occur in infants and elderly people. 

5. Prolapse of Bladder Mucosa.—Only recorded case had symptoms 
corresponding to intravesical stricture and dilatation of ureter followed 
by appearance of a fold of mucous membrane at the meatus. 

6. Prolapse of Bladder Wall.—Pain, tenesmus, spasm and incon- 
tinence at intervals preceding appearance of tumor. Tumor “ size of 
cherry ” to “size of duck’s egg,” tender, purple, pyriform in shape, 
bleeding on handling. Sometimes ureteral orifices can be identified on 
the back of tumor. May be reducible or not. May occur in infants 
as result of imperfect sphincter apparatus or in adults after injury to 
same. 
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TRAUMATIC INTRA-ACETABULAR SEPARATION OF THE 
PELVIC BONES (EPIPHYSEAL DIASTASIS IN 
THE ACETABULUM) 


By Haroutp Nevuuor, M.D. 
or New York City 


(From the Surgical Department of the Mount Sinai Hospital Dispensary.) 


FRACTURES limited to the cotyloid cavity are occasionally en- 
countered, and a few cases in which the ossified acetabulum was split 
into its original three parts have been described. An examination of 
the literature fails to reveal any instance of intra-acetabular separation 
of the juvenile pelvic bones not associated with other lesions of the 
pelvis. For this reason the following case is reported: 


B. V., a girl six and one-half years old, came under observa- 
tion in the early part of January of this year. The previous his- 
tory has no bearing on the present condition. Seven days before 
admission, the child fell while romping about at home. The 
mother, who saw the accident, states that the left leg was extended 
backward as the girl stumbled and seemed to buckle under her as 
she fell, the left hip striking the floor. The child immediately 
complained of severe pain in the left hip and thigh, and was put 
to bed. She remained there for four days, suffering considerable 
pain, especially at night; analgesics were prescribed by the phy- 
sician in attendance. After leaving bed, the child continued to 
complain of pain and walked with a marked limp of the left leg. 
These symptoms had abated somewhat by the time the child ap- 
peared at the Clinic. 

Examination—A_ well-nourished child without any clinical 
evidence of tuberculosis. She walks only when urged to do so, 
and then with a very pronounced limp of the left lower extremity. 
No ecchymoses are to be seen. When the child stands at rest a 
moderate upward tilting of the left side of the pelvis is noted. 
With the child in the supine posture an inspection shows that the 


There are a few museum specimens that “show the possibility of partial 
or complete separation of the epiphyseal ends of the pubis, ischium, and ilium at 
the hip-joint”’ (Poland, Traumatic Separation of the Epiphyses, London, 1808). 
They present associated fractures of the pelvic bones, evidently the results of 
violent traumata. It is unfortunate that Poland was unable to obtain any history 
or details of a specimen (shown by Stokes in 1881) that might have had some 
bearing on the case I report. 
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left great trochanter is somewhat less prominent than the right; 
the left Scarpa’s triangle, however, appears abnormally full. The 
left thigh is in moderate adduction and internal rotation. Active 
motions at the hip are somewhat restricted in all directions, espe- 
cially in abduction. Passive movements are limited to a much 
lesser degree. Painful spasms are the evident cause of the limi- 
tation of the motions at the hip. On palpation, a peculiar, dough- 
like consistency of the soft parts about the left great trochanter 
can be determined. <A spastic contraction of the muscles of 
Scarpa’s triangle can also be felt; the visible prominence of this 
region is the result, apparently. There is no tenderness upon 
pressure at various points about the upper end of the left femur. 
When the great trochanter is pressed toward the acetabulum, 
however, considerable pain is elicited. Pain also results from 
gentle manipulations that tend to approximate the left anterior 
superior iliac spine and the tuber ischii. Upon rectal examination 
there is marked tenderness on pressure against the left side of the 
pelvis; no irregularities in contour can be felt. 

Comparative measurements of the Jower extremities were care- 
fully made; the differences, though distinct, were very slight, 
as the following table shows: 


Left, Right, 


cm. cm. 
<imabilious. to citternal nealleolass «.¢oo.s cies icsic oud. sis sre cleo 55-75 56.75 
Anterior superior spine to internal malleolus ............ 51.5 52.5 
Anterior superior spine to upper border of patella......... 20.25 27. 
Great trochanter to external malleolus ................. 50.25 50. 
Anterior superior spine to tuber ischii .................. 20.25 19. 
Anterior superior spine to anterior border of great 
peer =U VA BS ero dh, 6. 7.25 
Anterior border of great trochanter to tuber ischii...... 14.25 11.75 
Great trochanter to highest level of iliac crest ......... 10. Il. 
Great trochanter below Nélaton’s line .................. 0.75 1.5 


These measurements indicated that the left great trochanter 
was slightly displaced forward and upward, and that the left 
half of the pelvis was slightly broadened in the sagittal plane. 

Before the X-ray examination three conditions were considered 
in the diagnosis: Fracture of the neck of the femur, fracture 
of the pelvis, coxitis (simple traumatic or tuberculous). The 
last mentioned could not be positively excluded but did not ap- 
pear likely in view of the frank history of trauma (although a 
history of trauma not infrequently precedes a history of tuber- 
culous coxitis) and its immediate sequelz, and the findings at 
the physical examination. It was likewise impossible to exclude 
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a fracture ot the femoral neck; however, the absence of tender- 
ness in the upper end of the bone, and the pelvic findings by 
measurement and by rectal examination pointed away from that 
condition. Although it could not be definitely established, an in- 
jury of the left acetabulum was considered the most probable 
diagnosis for the following reasons: 1. The localized tenderness 
of the left side of the pelvis upon rectal examination; 2. the flat- 
tening of the left hip in the region of the great trochanter ; 3. the 
widening, albeit very slight, of the left side of the pelvis in the 
sagittal plane; 4. the slight forward and upward displacement of 
the great trochanter; 5. by probable exclusion of other conditions. 

The X-ray examination demonstrates a separation of the pelvic 
bones through their epiphyseal line in the acetabulum. The ilium, 
above, is detached from the ischium and pubis, below. There is 
no separation between the last named bones. The photograph 
shows that the displacement is very slight and that the diastasis 
is not very marked. It also shows that the head of the left femur 
lies more deeply in the acetabulum than that of the normal side. 

After ten days’ rest in bed (the parents of the child refused 
to have the hip immobilized) the patient returned for re-exami- 
nation. She had been very comfortable and now walks with a 
barely perceptible limp. The tilt of the pelvis is almost entirely 
gone. There is very slight spasm with passive and active motions 
at the hip. The localized tenderness is found to persist, upon 
rectal examination, and there is, besides, some bogginess of the 
soft parts between the rectal wall and the left side of the pelvis 
(hematoma?). Measurements between the points employed at 
the first examination are now practically the same on both sides. 
The X-ray examination shows very little change in the appear- 
ance of the parts. The application of a plaster-of-Paris hip 
spica was consented to and was kept on for four weeks. 

The final examination, made three months after the injury, 
reveals no abnormality. Rectal examination is negative. Full 
motion is present at the hip. X-ray examination is negative. 


There is considerable similarity between the lesion above described 
and the simple and limited fractures of the cotyloid cavity of adults, 
first reported by Kontorowitch? and by Thévenot.* These observers 
characterized the fracture they described by its limitation to the aceta- 
bulum, minimal displacement of the fragments, the insignificant trauma 

*Mille. D. Kontorowitch: Contribution 4 ’Rtude des Fractures du Bassin. 
Fracture Simple et Limitée de la Cavité Cotyloide. Thése de Lyon, 1903. 


®L. Thévenot: Revue de Chirurgie, February, 1904. Revue d’Orthopédie, 
March, 1904. 
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that may cause it, and a mild clinical course. A typical case shows 
neither ecchymoses nor cedema. The trochanteric region of the affected 
side is flattened and the trochanter is abnormally elevated and abnor- 
mally near the anterosuperior spine. Swelling and tenderness over the 
internal aspect of the pelvis may be found at rectal examination. The 
limb generally lies in external rotation and abduction; adduction and 
internal rotation are sometimes observed, however. The affected limb 
is shorter than the normal, in direct proportion to the elevation of the 
great trochanter. The movements at the hip are very limited or are 
prevented by pain. X-ray examination shows either a linear fracture 
or an upright or inverted Y-shaped one. This type of fracture might 
be considered unimportant were it not occasionally complicated by in- 
jury to the obturator nerve, and, especially, by an arthritis that may 
terminate in complete ankylosis of the hip. 

A number of cases have been described in which violent trautna, 
shattering the cotyloid cavity, forces the femoral head into the pelvis. 
This so-called “central dislocation of the femur” is mentioned here 
because it appears to me to be an advanced grade of the simple and 
isolated fracture of the cotyloid cavity. The striking analogy between 
the latter and the case of epiphyseal separation in the acetabulum that 
I have reported leads me to believe that they are the adult and the 
juvenile representations of one lesion. The conclusion is, therefore, 
reached that the reported instance of intra-acetabular separation of the 
pelvic bones is not a bizarre, unique effect of a combination of forces, 
but rather a condition that will be occasionally encountered in the young 
as the counterpart of the lesion sometimes met with in the adult. 
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THE PREPARATION OF DRY BONY AREAS FOR SKIN 
GRAFTING 


By CuHarutes H. Mayo, M.D. 


oF RocHEstTeR, MINNESOTA 


Tue method herewith described for hastening the healing of de- 
nuded surfaces of bone is so seldom used as to warrant a brief descrip- 
tion. The extreme slowness of healing of such large exposed areas 
of bone is a source of great discomfort as well as prolonged disability 
to the patient. Such areas may be located on the tibia or the maxilla, 
but are usually on the skull, most commonly occasioned by denudation 
from traumatic scalping. Cases have been reported that were from one 
to two years in healing. They may have been occasioned by burns, by 
infections 





especially with the pneumococcus—or by the removal of 
large malignant periosteal growths. In the latter case, the periosteum 
being involved in the growth, the safest surgical procedure is radical 
excision of the scalp with the tumor and scraping of the periosteum 
from the bone. Malignant disease of the periosteum has a great tend- 
ency to recur and is best treated by thorough application of the actual 
cautery to the bony surface. Occasionally such a wound may be covered 
by skin-grafting or by sliding over it adjacent tissue. Such areas are 
often too large and unfavorably located to cover with pedicled flaps, and 
in malignancy it is not always advisable to do so, nor to attempt im- 
mediate skin grafting, as thereby one may cover areas containing un- 
destroyed malignant cells. If the wound is left open, should disease 
recur, it may be recognized early and subjected to treatment. The 
margins of the wound throw out granulation tissue which soon starts 
a red line of osteoporosis at the margin of the exposed bone. After 
many months the hard outer layer either shells off in a flake or comes 
away in particles as the granulations spread over the wound after pene- 
trating the outer bony layer. The process, however, may require 
several months before a suitable area for skin grafting is secured. 

To avoid this long delay, for many years I have practised a method 
which has reduced to a short period a process which formerly took 
months. The principle involved is not new, but the simplicity of the 
technic readily adapts it to frequent use. By means of a small drill 
the entire dry area of bone is perforated like a sieve, or cribriform 
plate, all over its surface (Fig. 1). These perforations are about a 
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quarter of an inch apart and penetrate to the diploe of the skull or to 
the blood supply of the bone involved so that each perforation shows 
a slight hemorrhage. Through these perforations, granulations are 
rapidly thrown out and soon merge together on the surface, allowing 
an abundant blood supply for the skin grafts (Fig. 2). 

Since infection of the diploe or vascular area of the bone may occur, 
such a wound must receive excellent care at least until protective granu- 
lations appear. During a number of years past several cases have been 
thus treated. These have included large areas of the skull remaining 
after the excision of carcinoma, sarcoma, or infections with pneumo- 
cocci. The speedy healing of the wound has been very gratifying. 

Occasionally, also recurring ulcer of the leg in elderly people involves 
the bone. The usual history is that when young they had a prolonged 
osteomyelitis with extensive destruction of both bone and soft tissues. 
The scar of the skin is solidly attached to the bone which early in life 
furnishes nutrition to it, but as time passes the bone becomes of ivory 
hardness and occasions indolent ulcers, due to malnutrition, which recur 
from time to time. While some cases may be readily covered by sliding 
adjacent tissue over the areas, it is a simple process to drill a few 
openings into the bone until it bleeds freely. The resulting granulation 
tissue with its new vessels then furnishes nutrition for the denuded 
bone. 
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The single point is applied o the inner le and the edge of the tissue pressed upward and be 
tween the double parallel points. Seen in cross-section the tissue is then in the form of a triangle 
through which the needle is inserted, thus: 
of \e 
The forceps will be more easily withdrawn after the suture has entered the tissue. 
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THUMB FORCEPS TO FACILITATE ANASTOMOSIS 
By Artuur N. Couuins, M.D. 


oF Duxuts, MINN. 


Tue Connell-Mayo running suture has for its purpose inverting 
the cut edges when closing wounds in hollow viscera—stomach, in- 
testine, bladder. The technic usually employed consists in entering 
the needle on the peritoneal side, passing through all coats including 
the mucous, and returning directly backward from mucous to peritoneal 
of the same side. By thus alternating from one side of the wound to 
the other and pulling taut the sutures, the peritoneal surfaces of the 
cut edges are rolled under and into contact. Frequently anastomosis 
must be done in the shortest possible time. A measure which reduces 
the number or extent of manceuvers in technic shortens the time of 
operation. 

The writer has devised a forceps, shown in the accompanying illus- 
iration, to aid in gathering all the coats of the visceral wall and in 
both directions (in and out) by one puncture of the needle. 

One arm of the forceps has at its end two branches or extensions, 
running parallel to each other and to the arm. The other arm has 
but one branch or extension but bent in such a fashion that it passes 
between and beyond the two branches of the first arm when the forceps 
is pinched together. 

When the edge of the stomach or intestine or bladder, as the case 
may be, is caught up in this forceps, the tissue is pressed between the 
parallel branches sufficiently far so that the needle may penetrate from 
serous to mucous side, and back from mucous to serous with one thrust 
of the needle. When the procedure is repeated on the opposite edge 
and the suture is pulled taut, this gives a running mattress suture. 

The writer has found this instrument of especial value when ap- 
proaching or finishing the last angle of the wound, inasmuch as the 
single branch or point of the forceps may be inserted into a very small 
aperture, and the tissue pressed up between the parallel branches of 
the other arm to receive the needle, thus allowing of a snug closure at 
the terminal end. It will readily be seen that a uniform-sized stitch 
may be taken along the whole length of the suture line. 
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TRANSACTIONS 


OF THE 


NEW YORK SURGICAL SOCIETY. 


Stated Meeting, held at the New York Academy of Medicine, 
February 11, 1914 


The President, Dr. FrRepERIC KAMMERER, in the Chair. 


SCHLATTER’S DISEASE. 


Dr. A. V. Moscucowl!tz said that as was well known, Schlatter’s 
disease was an avulsion of the tubercle of the tibia, and he had pur- 
posely placed this case on the programme under that title, if only to call 
attention to the fact that according to more recent studies, Schlatter’s 
disease was not merely an avulsion of the tibial tubercle, but a gen- 
eralized disease of the osseous system, giving manifest signs in X-ray 
pictures, which rendered the individual prone to such injuries as an 
avulsion of the tubercle of the tibia. 

The patient presented by Dr. Moschcowitz was a boy, sixteen years 
of age, a college student, who, on October 29, 1913, while running to 
make a high jump in the gymnasium, and just at the moment of raising 
himself to make the jump, suddenly felt a sharp pain in the region of 
the right knee-joint. He did not fall, but there resulted immediately 
complete disability. When the speaker saw him, a few hours later, 
he found the knee-joint considerably swollen and distended with blood, 
and a rather large, movable fragment of bone which could be moved. 
slightly with crepitus upon the subjacent tibia. 

A diagnosis of avulsion of the tubercle of the tibia was made, and 
an X-ray picture, taken by Dr. L. Jaches on the following day, not only 
verified the diagnosis, but also showed that not only the tubercle of 
the tibia, but a considerable portion of the tuberosities of the tibia were 
torn off, resulting practically in an intra-articular fracture of the head 
of the bone. There was considerable dislocation of the fragment, prob- 
ably due to two circumstances: first, a certain amount of tilting caused 
by the attachment of the ligamentum patellz ; and, second, the disten-- 
tion of the joint and fragments by blood. In spite of this fact, Dr. 
Moschcowitz believed that a good result, with less risk, could be obtained 
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PAGET’S DISEASE 


by conservative treatment. With the leg in an extended position, the 
fragment was therefore reduced as well as possible, and held reduced 
by strips of adhesive plaster. The whole limb was then encased in a 
plaster-of-Paris bandage and elevated. It was kept in this position for 
six weeks, after which period massage and cautious active and passive 
motions were begun. The boy was now slowly regaining the use of 
his limb, and judging by his recent progress, it was probable that event- 
ually all motions would be completely restored. 

Dr. Jaches, who made the X-ray exposures, reported as follows 
on October 30, 1913, the day following the injury: “ The tubercle of 
the right tibia is torn away from the shaft, and has taken along the 
anterior portion of the head of the tibia, the fracture entering the joint. 
The fragment is slightly rotated upwards.” On December 20, after 
removal of the plaster-of-Paris dressing, his report reads as follows: 
“The tubercle and anterior portion of the right tibia, which had been 
broken off, are now united to the head and shaft, and are apparently 
held there firmly. There is a slight irregularity in the outline of the 
head of the tibia, but the joint is perfectly free.” 


PAGET’S DISEASE 

Dr. Moscucowitz presented a boy, sixteen years old, born in the 
United States, of Russian descent. His mother died of rheumatism. 
The patient had three attacks of diphtheria, one of which was followed 
by a diphtheriti¢ paralysis of the pharynx, with subsequent recovery. 
He had attended the public school, and was always able to keep up with 
his classmates in his studies. He was bright and wide awake, but it 
was noticeable that his memory of occurrences long past was not par- 
ticularly active. He was somewhat undersized and undeveloped for 
his age, and poorly nourished, although there were no complaints what- 
soever relating to his general health. 

About eight years ago he first noticed a slight protuberance over the 
right parietal bone, and four years later a similar protrusion developed 
over the left cheek. Both of these protrusions had increased in size 
very slowly, and, with the exception of the deformity they gave rise to, 
they caused him no complaint. 

Dr. Moschcowitz said he had recognized the case as belonging to the 
group which was called by Virchow leonttasis ossea. He referred the 
patient to Dr. I. S. Hirsch, who was kind enough to make a complete 
X-ray exposure of the entire osseous system, and his report, which 
was as follows, confirmed the diagnosis in every respect: 
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“ The R6ntgen ray studies of your case prove it to be one of extreme interest, 
because it serves to emphasize the conviction that has been growing in the minds 
of those who have had the opportunity of seeing a number of these so-called 
types of osteitis deformans and osteitis fibrosa, or the Paget and von Reckling- 
hausen, and osteodystrophy juvenalis cystica or Miculicz diseases, of the close 
relationship of these conditions to each other, and because your case seems to 
embody all the characteristics of the three types of the diseases above mentioned, 
as there are in the bones of your patient not only the changes of osteitis de- 
formans, with bone thickening and deformity, but also those of osteitis oblit- 
erans, with obliteration of the medullary cavity by cortical invasion and the 
bowing of the long bones, but also those of multiple cyst formation, which is, 
perhaps, the terminal stage of this condition. 

“ The characteristic finding seems to be enlargement of the Haversian canals, 
which are normally visible in the radiograph as fine, black, irregular dots, into 
a series of irregular shaped cavities, with eventually the formation of cysts. 
Associated with this there are other changes of marked cortical thickening which 
seems to ensheath the bone, the thickening being, as a rule, not confined to the 
entire shaft, but to localized areas, usually in the middle portion, resulting in 
a change in the shape of the long bones, giving them the form of truncated 
pyramids. This is especially noticeable in the phalanges and metacarpal bones. 

“The epiphyses are apparently well formed, though the ossifying border 
seems to show as a line of unusual bone density. The epiphyseal line itself is 
irregular. The cysts have not the appearance of the isolated cysts frequently 
found in bones, in that the outlines are not as sharply defined, and the cyst wall 
merges gradually into the normal bone markings of the surrounding bone: 
furthermore, the cavity itself does not show so clearly the bone absorption. 
Then, too, the form of these cysts in this condition is not as spherical and sym- 
metrical as those seen in the isolated cysts, because the condition here, as has 
been pointed out, is due to an enlargement of the Haversian canals into lacune. 
The cysts are really the result of the coalescence of these lacunz. 

“In this case, also, there appears to be an obliteration of the sphenoid sinus, 
the frontalis not being visible. The sphenoidal sinus appears to be entirely 
obliterated. The sella turcica is small, while the clinoid processes show hyper- 
trophy. These areas of absorption are also visible in the occiput, associated with 
thickening. 

“The bones of the right hand seem to illustrate every variety of lesion, the 
middle metacarpal bones showing the cortical thickening and deformity, the 
proximal phalanges of the middle finger showing the cystic formation, while the 
middle phalanx shows evidence of cystic formation, with intervening ridges of 
increased bone density. The fifth metacarpal bone of the left hand shows the 
beginning formation of a large cyst, and a small multilocular one is visible in 
the base of the second metacarpal bone. The terminal tufts of the phalanges 
seem to be poorly developed, in marked contrast to the hands of acromegalics. 

“The upper ends of the fibule show evidence of cortical thickening, with 
obliteration of the medullary cavity by new bone formation, while the lower ends 
show evidence of cystic formation. Large multilocular cysts are visible in the 
os calces, while the peculiar bowing, with irregular cyst formation and some 
thickening of the cortex, characterized the condition of the fifth metatarsal bone. 
On the whole, the epiphysis formation seems somewhat delayed. The fingers of 
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CHONDROMA OF THE SUPERIOR MAXILLE 


the hand have a peculiar tapering shape, due to the deformity already referred 
to, the enlargement of the bases of the metacarpal bones and the phalanges 
making them so that the normal cylindrical formation of the bone is lost.” 


Dr. Moschcowitz said that if bone cysts in single bones were ex- 
cluded, this disease was one of comparative rarity. It was first described 
by Paget, and its pathology was very carefully studied by Reckling- 
hausen. Virchow described it under the name of leontiasis ossea. 
While there was a lack of unanimity in the description of the pathology 
of the condition, it became more and more evident that all these diseases 
were the same. 

The question of therapy was an important one, and it was partic- 
ularly with that point in view that the case was presented. There was no 
marked change in the sella turcica, yet the question arose whether or 
not the patient would be benefited by the administration of some of the 
internal secretions. Rather favorable results had been reported from 
the use of pituitary extract. 


CHONDROMA OF THE SUPERIOR MAXILLZE 


Dr. WILLIAM B. Covey presented a man, forty-two years old, who 
was referred to him by Dr. T. J. Reardon of Boston, with the history 
that twenty years ago, immediately following a slight injury, he noticed 
a small, hard lump on the malar bone, just to the left of the nose. It 
increased in size for a short time, and then remained practically station- 
ary for sixteen years. Four years ago it again began to grow and had 
been steadily increasing in size ever since. 

When the patient was admitted to the General Memorial Hospital, 
on December 9, 1913, examination showed a tumor occupying the entire 
upper jaw and nasal bones, and apparently extending back into the 
sphenoid and base of the skull (Figs. 1 and 2). The overlying skin 
was normal in appearance, and not adherent to the tumor. The latter 
was of very firm consistence, so much so that Dr. Coley believed he was 
probably dealing with an adamantinoma rather than a sarcoma, the long 
duration of the growth also favoring the former diagnosis. The tumor 
produced a very remarkable deformity, an idea of which could be 
gained from the accompanying photographs better than from any de- 
scription. All the teeth in the upper jaw were absent, and the tumor 
projected forward nearly three inches beyond the incisor teeth of the 
lower jaw and about one inch beyond the lip of the upper jaw, which 
was carried forward along with the tumor. The whole base of the 
tumor was covered with a seropurulent exudate of very foul odor. 
The patient had been working up to the time of his admission to the 
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hospital. His general health was good. The tumor had been pro- 
nounced inoperable by several surgeons in New York and Boston. 

In view of the good general condition of the patient, Dr. Coley be- 
lieved that he would be able to stand a radical, although dangerous and 
necessarily an incomplete operation, and it was decided to do this in 
two stages. Accordingly, a preliminary ligation of both external carotid 
arteries was done by his associate, Dr. William A. Downes, on Decem- 
ber 16, under novocaine anzsthesia, and three days later, under rectal 
(ether) anzsthesia administered by Dr. Joseph E. Lumbard, a total 
excision of the upper jaw was done by Dr. Coley, assisted by Dr. 
Downes. Inasmuch as it was impossible to introduce a tube either by 
mouth or nose, for general anzsthesia, the case seemed to be peculiarly 
adapted to rectal anesthesia. A bilateral Ferguson incision was made 
for the removal of the superior maxillz, the lip and cheek being widely 
retracted on either side, with the nose drawn upward. This gave very 
good access to the tumor, and with heavy bone forceps the growth, 
together with the superior maxilla on either side, was removed as far 
as the orbital plates. The tumor extended far back toward the base of 
the skull, and the posterior portion was merely curetted, considerable 
tumor tissue necessarily being left behind. The operation was done 
rapidly, and the bleeding, though profuse, was not as severe as had been 
anticipated, and was readily controlled by packing. The nose was then 
brought down in position, and the facial flaps sutured into place. 

There was but slight shock following the operation, and the patient 
made a rapid recovery. On December 28, twelve days after the opera- 
tion, he developed a severe attack of facial erysipelas, his temperature 
running up to 105°. During this attack, a large amount of broken down 
seropurulent material was discharged. On January 8, 1914, after the 
attack had apparently subsided, he had a severe recurrence lasting four 
or five days, and extending over the entire face and forehead. He 
finally recovered, and two weeks ago he was put upon the mixed toxins 
of erysipelas and bacillus prodigiosus in the hope of destroying the 
remaining portion of the tumor, which it had been impossible to remove, 
and which had not sloughed out during the attacks of erysipelas. 

The patient’s weight, at the time of his admission to the hospital, 
was 156 pounds. On January 24 it had fallen to 141 pounds, and at 
the present time, a fortnight later, it was 158 pounds, representing a 
gain of sixteen pounds. He expected to return to work shortly. Dr. 
Coley said he intended to have the injections of mixed toxins continued, 
in small doses, for the next six months. 
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LATERAL ACCESSORY THYROID 


The specimen was submitted to Dr. James Ewing, who reported that 
it was a “ simple chondroma, not malignant.” Dr. Coley said that while 
these cases were regarded as non-malignant, from the histological stand- 
point, in that they seldom, if ever, produced metastases, they were clin- 
ically malignant, inasmuch as they increased in size until they finally 
destroyed life. 


LATERAL ACCESSORY THYROID 


Dr. WALTON MartTIN presented a woman, forty-two years old, 
upon whom he had operated a year ago at St. Luke’s Hospital. For 
two years preceding the operation the patient had noticed a mass under 
the sternomastoid muscle, at the level of the angle of the jaw. This 
had never been painful, nor had the overlying skin been red or inflamed. 
There had been no interference with respiration nor deglutition. The 
mass had gradually increased in size. 

On examination, a movable tumor, oval in shape, could be felt be- 
neath the right sternomastoid, at the level of the angle of the jaw. It 
was about the size of a hen’s egg and was not attached to the skin nor 
underlying tissue. Under ether anesthesia, a transverse incision was 
made over the mass, the anterior part of the sternomastoid was divided, 
and the tumor dissected out. It was covered by a vascular capsule con- 
taining numerous thin-walled veins. There was no connection between 
the tumor and the thyroid gland. The mass measured 6 cm. in diame- 
ter, and on section it appeared to be made up of two portions: one had 
a smooth surface and meaty appearance; the other was lighter in color 
and more friable. 

Microscopical examination showed in one part a compact mass of 
small alveoli lined with a low cuboidal epithelium with large vesicular 
nuclei. The lumina of the alveoli were small, and in some cases oblit- 
erated. A few contained a small amount of colloid. The other section 
of the tumor showed a more complicated arrangement of the epithelium. 
It was extensively folded, giving a papillomatous appearance to the 
growth. Scattered through this portion were large alveoli filled with 
colloid. 

Dr. Martin said the case seemed of interest from the view-point of 
diagnosis, which had not been made at the time of the operation. At 
that time, the tumor was supposed to be a lymphoma. The speaker said 
he believed that a lateral superior accessory thyroid was of uncommon 
occurrence. 

Dr. ArPAD G. GERSTER said that cases of accessory thyroid were very 
rare. In his entire experience he had only seen a single instance of this 
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condition where the diagnosis was verified by autopsy. The patient was 
a woman, perhaps sixty years old, who developed subcutaneously in 
the right supraclavicular region, a movable tumor which, after remain- 
ing stationary for a long time, began growing rapidly, became adherent 
to the skin, with perforation and subsequent ulceration. It apparently 
had no connection with the thyroid gland. Dr. Gerster said he saw the 
case in company with several other surgeons. Extirpation was out of 
the question on account of the adhesions to the subjacent vessels. On 
excising a part of the growth it proved to be an accessory thyroid that 
had become carcinomatous. This diagnosis was later confirmed at 
autopsy. 

Dr. EuGene H. Poot said that about three years ago (ANNALS OF 
SURGERY, IQI0, vol. ii, p. 711) he presented a patient upon whom the 
late Dr. Frank Hartley had operated for a tumor on the left side of 
the neck. The growth proved to be a carcinoma springing from an 
accessory thyroid on the left side, which was in no way connected with 
the thyroid itself. The latter, with its isthmus, was examined and 
found to be normal at the time of the operation. The mass in this case 
was about three inches in length. 


BANTI’S DISEASE 


Dr. JAMES M. Hirtzror presented a man, thirty years old, a silk- 
weaver, who was admitted to the hospital on December 3, 1913. The 
history he gave was that about sixteen years ago, while living in 
Armenia, he had several attacks of malaria. Since that time he had 
suffered from weakness and inability to gain weight, especially during 
the.summer, when his weakness became more pronounced. For a long 
time he had been aware of the presence of a large spleen, and for a 
number of years had complained of pains across the upper abdomen, 
especially in the region of the spleen. About eight years ago he had 
an attack of jaundice lasting three months. He occasionally complained 
of headache ; his appetite had always been good, and his bowels regular. 

On admission, the abdomen was soft and tympanitic; no rigidity 
nor tenderness. The spleen was enlarged, so that its lower border 
reached the level of the umbilicus and extended almost to the midline. 
Its edge was easily palpable, rounded and not tender. It was not hard 
nor lobulated. The liver was also enlarged, its lower margin in the 
midclavicular line extending four finger-breadths below the costal 
margin. In the midline its lower edge was half way between the ensi- 
form and umbilicus. Its edge was smooth and rounded; not tender 
except over the left lobe below the costal margin. 


380 














HYPERTHYROIDISM 


The spleen was removed December 6, 1913. The patient made a 
good recovery, and has improved since the operation. 

Blood counts: Five blood counts, made during October, 1913, 
showed the following average: Hemoglobin, 66 per cent.; red blood- 
cells, 4,873,800; white blood-cells, 6,200; polynuclears, 75 per cent. ; 
small mononuclears, 18 per cent.; large mononuclears, 7 per cent. On 
the day before the operation there was 97 per cent. of hemoglobin ; red 
blood-cells, 5,952,000; white blood-cells, 8,700; polynuclears, 77 per 
cent. ; small mononuclears, 13 per cent. ; large mononuclears, 2 per cent. ; 
transitionals, 5 per cent.; eosinophiles, 3 per cent. These figures re- 
mained practically unchanged during December, except for a gradual 
rise in the number of white cells to 16,500, with a slow recession in 
the number of white cells through January; and the last blood count, 
made on February 7, 1914, gave the following result: Hzemoglobin, 96 
per cent.; red blood-cells, 5,990,000; white blood-cells, 9,800; poly- 
nuclears, 62 per cent.; small mononuclears, 20 per cent.; large mono- 
nuclears, 10 per cent.; transitionals, 4 per cent.; eosinophiles, 2 per 
cent. ; basophiles, 2 per cent. 

Three Wassermann tests had been made in this case, Dr. Hitzrot 
said, with negative results. The pathological examination of the spleen, 
made by Dr. Esler, confirmed the diagnosis of Banti’s disease. The 
spleen was I9 x 13 x 6 cm. and weighed 1 pound and 11 ounces. Its 
cut surface showed small, dark-red, pinhead spots, like thrombosed 
vessels, some projecting above the surface, with yellowish, necrotic 
centres. The Malpighian bodies were not distinctly visible, and the 
normal arrangement of the stroma was lacking. Some of the vessels 
were slightly thickened. The consistence of the organ was tough and 
fairly firm, and in all respects it was identical with that usually encount- 
ered in the so-called Banti’s spleen. The liver showed distinct evidence 
of cirrhosis, with perihepatitis. This was the only point of tenderness, 
and on operation they found quite a number of adhesions. Since the 
operation, the liver had grown considerably smaller. There were no 
evidences of malaria, t.¢., parasites in the blood or in the spleen. 


HYPERTHYROIDISM. CASES ILLUSTRATING POST-OPERATIVE 
FAILURES 


Dr. JouHN Rocers showed a series of these cases in connection with 
his paper on the subject of thyroid disease. The first case was that of 
a married woman, twenty-eight years old, who came to him in February, 
1912, complaining that for four months, following much worry, she 
had suffered from headaches and nervousness, with weakness and 
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cardiac palpitation. When Dr. Rogers first saw her there was severe 
exophthalmos, with a moderately enlarged, firm goitre. The pulse 
ranged between 130 and 140; there was extreme nervous irritability, 
with asthenia and emaciation. 

After medical and serum treatment had been given an unsuccessful 
trial, the right superior and left inferior thyroid vessels were tied on 
March 4, 1912, under local anesthesia, and about ten days later the 
left superior and right inferior vessels were similarly ligated. When 
the patient left the hospital, on March 30, the pulse ranged between 100 
and 120 and the chief improvement that was noted was in an ameliora- 
tion of the nervous symptoms. 

In September, 1912, the pulse had fallen to from 80 to go, and the 
patient had gained almost 30 pounds in weight. Her blood-pressure 
had fallen from 140 to 120 mm. She was still weak, and the exophthal- 
mos was unchanged. She was fed with adrenal proteins, which seemed 
beneficial. During the summer of 1913 she suffered much from diar- 
rhoea and asthenia, which was relieved by adrenal feeding. The pulse 
remained between 80 and go. The nervous irritability had apparently 
disappeared. In the following October there was some exacerbation 
of her symptoms, and she again improved under adrenal protein feeding. 

On January 26, 1914, the exophthalmos was unchanged, the pulse 
ranged between 100 and 110; the goitre was still apparent ; the patient 
suffered from a tremor and asthenia. The blood-pressure was 140 
mm. ; weight, 136 pounds. She was placed upon a new thyroid extract, 
given hypodermatically, and under this there had been slow but steady 
improvement. At the present time the exophthalmos was less pro- 
nounced, there was no apparent goitre, the pulse ranged between 76 and 
85; the blood-pressure was 120 mm. There was no tremor and marked 
improvement in the asthenia. 

This was a severe type of hyperthyroidism with a small goitre and 
very pronounced exophthalmos ; a combination seldom cured by hemi- 
thyroidectomy. Quadruple ligation was unsuccessful, but more bene- 
ficial than the more radical operation could have been. A cure seems 
really now approaching by the hypodermic administration of this new 
thyroid product. 

Dr. Rogers’s second patient was a married woman, thirty-eight years 
old, who was first seen in January, 1913, with the typical symptoms of 
Graves’s disease, of three years’ duration, following a period of grief 
and anxiety. The exophthalmos was pronounced, and there was a large, . 
symmetrical, pulsating goitre. The pulse ranged between 120 and 140; 
the blood-pressure was 140 mm. There was nervous irritability, head- 
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ache, asthenia and insomnia. The patient refused the ligation operation, 
and on February 13, 1913, the right lobe of the thyroid was excised. 
A severe reaction followed the operation, and there was no noticeable 
improvement. 

On January 29, 1914, the exophthalmos was unchanged. The left 
lobe of the thyroid had become hypertrophied since the operation, and 
was much larger than the original goitre, the neck having increased in 
size half an inch. The blood-pressure at this time was 145 mm. The 
pulse still ranged between 120 and 140. The patient complained of 
cough, insomnia, asthenia and burning and watering of the eyes. 

After a tentative trial of thyroid feeding, which intensified all the 
symptoms, she was put upon the new thyroid extract hypodermatically, 
and since then there had been a steady improvement in all her symptoms. 

This illustrates the uncertainty of the radical hemithyroidectomy in 
a symmetrically enlarged gland, especially when the exophthalmos is 
pronounced. 

The next case was that of a married woman, forty-five years old, 
who, after a period of anxiety and physical fatigue, showed signs of 
typical, severe exophthalmic goitre in October, 1911. There was slight 
symmetrical thyroid enlargement, and dyspneea, palpitation and asthenia 
were the chief complaints. 

In November, 1912, the right lobe of the thyroid was removed. This 
relieved the tachycardia, with the pounding heart, but the patient felt 
more asthenic, both mentally and physically. 

On February 4, 1914, there was pronounced exophthalmos, and the 
left lobe of the thyroid was perceptible. The pulse ranged between 120 
and 130; blood-pressure, 140 mm. The patient weighed 112 pounds. 
There was marked tremor, and mentally the patient was so asthenic that 
she was unable to read a newspaper or even a single page of a book. 
She spent most of her time in bed and could not walk over one-quarter 
mile. She was put on thyroid feeding, which apparently increased the 
weakness and tachycardia. On February 5, she was put upon the new 
thyroid extract, hypodermatically, with marked and immediate im- 
provement. 

This illustrates the uncertainty of the radical operation upon a small 
symmetrical thyroid enlargement. 

The next case was that of a married woman, thirty-eight vears old, 
who after having had a small goitre for years, developed, in 1908, 
severe hyperthyroidism, without exophthalmos. During the following 
year the right lobe of the thyroid was excised, after which the patient 
made a gradual and complete recovery. 
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In April, 1911, after a period of anxiety, the left lobe of the thyroid 
became enlarged, and symptoms of hyperthyroidism recurred. On 
January 18, 1914, when Dr. Rogers first saw the patient, the left lobe 
of the thyroid was moderately enlarged. There was no exophthaimos. 
The pulse ranged between 140 and 150, with a blood-pressure of 170 
mm. The patient weighed 124 pounds and her neck measurement was 
14% inches. She was extremely nervous and irritable, with asthenia, 
the symptoms being typical of a severe form of relapsing hyperthyroid- 
ism. On January 20, 1914, she was placed upon the new extract of 
thyroid, given hypodermatically, with a rapid, pronounced improvement 
in all the symptoms. On February 11, the thyroid was imperceptible, 
the measurement of the neck having decreased by one inch. Pulse now 
ranged between 80 and 90; blood-pressure between 140 and 150. Pa- 
tient had gained 3 pounds and her nervous irritability had entirely gone. 

This case is an example of the uncertainties in radical hemithyroi- 
dectomy for small symmetrical goitres, with hyperthyroidism and pro- 
nounced nervous irritability. 

The next case was that of an unmarried woman, forty-four years 
old, who, when she was first seen, in June, 1910, gave a history of goitre 
of twenty years’ standing. At that time she was teaching school and 
had “ nervous prostration,’ accompanied by rapid pulse. She recovered 
from this attack and subsequently entered a training school for nurses, 
where she again developed symptoms of hyperthyroidism, which. dis- 
appeared under rest. 

In January, 1910, after a period of strenuous exertion, she began 
to be nervous and grow stout and suffer from palpitation, with frequent 
headaches (alternating hypo- and hyperthyroidism). In June, 1910, 
when Dr. Rogers first saw her, there was a large, multiple cystic goitre. 
No exophthalmos. The pulse ranged between 100 and 120; the blood- 
pressure was 170 mm. The patient was stout and well nourished, and 
complained of insomnia, headaches and asthenia. On June 25, Ig10, 
both superior thyroid vessels were ligated. No appreciable improve- 
ment resulted. On August 15, the gland was exposed and many large 
adenomata shelled out of both lobes. This included, practically, all of 
the left lobe. There was no noticeable improvement after this operation. 
The patient spent most of her time in bed, suffering from mental and 
physical asthenia, with tachycardia and headaches. 

In December, 1913, the pulse ranged between 110 and 130; the blood- 
pressure was 220 mm., and the patient still complained of insomnia, 
headaches and asthenia. On February 11, 1914, after the use of the 
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new thyroid extract, hypodermatically, the pulse had fallen from 60 to 
80, the blood-pressure to 160 mm., the patient was up and about six 
hours daily, and her headaches had entirely disappeared. This case 
represented a single hyperthyroidism grafted upon a goitre of long 
standing. The high blood was the only sign which might counterindi- 
cate the hemithyroidectomy. 

The next case was that of a married woman, twenty-four years old, 
who was first seen in November, 1910, with a typical exophthalmic goitre 
of two months’ duration, which came on after a period of great mental 
and physical fatigue. She was given antithyroid serum without benefit. 
There was pronounced exophthalmos, with a large, pulsating goitre. 
The pulse ranged between 130 and 150; the blood-pressure was 120 
mm. Tonsils enlarged and there was a history of frequent tonsillitis. 

On December 6, 1910, both superior thyroid vessels were tied under 
ether. The tonsils were removed at the same time. After this there was 
a gradual recovery, except that the goitre remained unchanged, and in 
May, 1912, the patient considered herself cured and took a course in 
nursing, under which she had a relapse, and two months later she again 
showed all the typical symptoms of exophthalmic goitre. On August 
6, 1912, both inferior thyroid arteries were tied under novocaine; after 
this she made a perfect recovery, a small, soft goitre alone remaining. 

In January, 1913, after spending two weeks in a nurses’ training 
school, she had another relapse, but no exophthalmos. She made a 
partial recovery after three months’ rest and resumed her work. In 
May, 1913, after an attack of scarlatina, she again relapsed and went 
to her home in Holland, where the right lobe of the thyroid was re- 
moved. After this she made a gradual but apparently complete re- 
covery. She increased in weight; her pulse was 80, the blood-pressure 
125 mm., and no goitre nor exophthamos could be made out. 

On February 5, 1914, after spending two weeks at the nurses’ school, 
she again developed the typical symptoms of hyperthyroidism, with a 
perceptible goitre on the left side, a pulse ranging between 115 and 120 
and a blood-pressure of 140 mm. She was then put upon the new thy- 
roid extract, hypodermatically, with immediate improvement. 

This was a case of quadruple ligation of the thyroid vessels with 
apparent cure and subsequent relapse—again cured by hemithyroidec- 
tomy. Later, after resuming work, relapse again took place—appar- 
ently the hemithyroidectomy was no more of a safeguard than the quad- 
ruple ligation. 

The last patient shown by Dr. Rogers was a clergyman, forty-four 
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years old, who came under his observation in April, 1913, with the 
typical symptoms of exophthalmic goitre, which began about three 
years ago with insomnia and headaches (hypothyroidism), followed by 
nervousness and palpitation (hyperthyroidism) and finally by marked 
exophthalmos, which was then of two months’ duration. He had a firm 
goitre, perhaps four times the normal size of the gland. The pulse 
ranged between 100 and 120; the blood-pressure between 140 and 160 
mm. The patient was extremely nervous and tremulous, and showed 
evidence of emaciation. 

On April 24, 1913, the left inferior thyroid artery was tied under 
local anesthesia. Two days later the right inferior and right superior 
vessels were similarly tied, and on April 30 the left superior artery was 
ligated. Following these operations, the pulse fell to 80 and the blood- 
pressure to 130 mm., but the exophthalmos and asthenia were still pro- 
nounced and the tremulous condition remained unchanged. By Octo- 
ber, 1913, he had gained 20 pounds in weight, but complained of nerv- 
ousness and insomnia. At this time he was taking adrenal proteins by 
which alone, apparently, the weight was maintained. When the adrenal 
feeding was stopped loss of weight followed. On January 15, 1914, 
his condition was practically the same, and he was put upon ferrous 
iodide. There was some improvement in his symptoms, but the goitre 
remained hard and firm, which pointed to ultimate failure. On Feb- 
ruary 2 he was put on the new thyroid extract, hypodermatically, with 
marked improvement. The pulse fell to 80, the blood-pressure was 150 
mm., and his nervousness largely disappeared. On February 11 there 
was no perceptible exophthalmos nor goitre, the pulse was 72, the 
blood-pressure had fallen to 130 mm., the patient was gaining in weight, 
and showed no apparent abnormality excepting slight asthenia. 

This typical exophthalmic goitre was apparently cured of the hyper- 
thyroid symptoms by the quadruple ligation operation, but asthenia and 
the nervous irritability remained. lodine feeding and the new thyroid 
preparation by hypodermic seem to have relieved the asthenia and 
nervousness. It is one of the few instances Dr. Rogers has seen, and 
then always in male subjects, in which iodine was beneficial for hyper- 
thyroidism. It should be noted that there was no tachycardia when the 
iodine was begun. 


THE COURSE OF THYROID DISEASE, AND THE GENERAL PRIN- 
CIPLES WHICH SEEM TO CONTROL ITS PROGRESS 


Dr. Joun Rocers read a paper with the above title, for which see 
page 281. 
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GASTROTOMY IN AN INFANT 


Stated Meeting, held at St. Luke’s Hospital, February 25, 1914 


The President, Dr. FrepERIc KAMMERER, in the Chair 


IDIOPATHIC PERITONITIS, PROBABLY OF PNEUMOCOCCUS 
ORIGIN 

Dr. NATHAN W. GREEN presented a girl, six years old, a patient of 
Dr. Thomas F. Quinlan, who was admitted to St. Luke’s Hospital on 
January 2, 1914, complaining of pain in the abdomen. Her symptoms 
began three days before admission with pain and tenderness over the 
abdomen, nausea, vomiting and fever. On the second day of her ill- 
ness, there had been an apparent remission of the symptoms, which 
again became aggravated on the day of her admission. There was no 
history of any immediate previous infection: no aural discharge nor 
pain. Her past history was negative and the family history was good. 

Upon admission, the child’s temperature was 103.4°; pulse, 130. 
Physical examination showed a well-developed child, with very little 
distention of the abdomen, but with tenderness on palpation, most 
marked below the umbilicus in the region of the midline. There was no 
marked rigidity, and pressure on the abdomen was not excessively 
painful. No abdominal masses were felt. The leucocyte count gave no 
definite information. Operation revealed a diffuse peritonitis, but the 
appendix was found to be normal and there was no apparent site of 
entry of the infection. There was no evidence of ulceration of the 
stomach or intestines. The pelvis was filled with a seropurulent exudate, 
and the intestines were much injected and covered in spots with lymph. 
Two rubber dam drains were inserted, and the patient was returned to 
the ward. A smear from the peritonitis showed a large Gram-positive 
coccus in chains. 

A few weeks after the operation, and apparently consecutive with it, 
a mass developed in the left inguinal region, the temperature and pulse 
remaining somewhat elevated. On January 30, 1914, this mass was 
opened and drained, and a culture from its contents showed an encap- 
sulated Gram-positive coccus in pairs and short chains. Recovery from 
this second operation was uneventful, and the patient was discharged 
27 days later. 


GASTROTOMY IN AN INFANT 


Dr. GREEN presented the patient who was admitted to St. Luke’s 
Hospital June 6, 1913, with the history of having swallowed an open 
safety-pin. During an attempt that had been made to remove this, the 
top had been broken off, leaving two sharp, outstanding points. An 
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X-ray was taken, which showed the pin in the upper part of the 
cesophagus. With the cesophagoscope, an attempt was made to extract 
the pin, but this failing, it was pushed down into the stomach, where 
it was again located by means of the X-ray, which clearly outlined the 
two outstanding points. A gastrotomy was done by the simple pro- 
cedure of feeling the pin within the stomach and pushing it out, enlarg- 
ing the opening for the coiled part of the pin. The opening in the 
stomach was then closed with a double suture and the child made an 
uneventful recovery. 


EPITHELIOMA OF THE PENIS: TOTAL ABLATION, WITH 
DISSECTION OF THE INGUINAL GLANDS. NO 
RECURRENCE AFTER FIVE YEARS 


Dr. GREEN presented a man sixty-seven years old, who was referred 
to him by Dr. Howard Fox in January, 1909. The condition at that 
time was an almost complete erosion of the glans penis, which patho- 
logically had been pronounced a prickle-celled epithelioma. 

The patient was operated on by Dr. Green in January, 1909, re- 
moving the crura back to their insertion into the ischii, together with 
bilateral castration and the insertion of the stump of the corpus spongio- 
sum and the urethra into a button-hole made in the skin of the perineum. 
The inguinal lymphatics were also removed. There was some delay in 
the healing of the wound on account of what appeared to be a local 
necrosis in some of the deep fascial structures. This eventually cleared 
up, and five years had now elapsed without any signs of recurrence. 
Microscopically, the growth proved to be a basal-celled epithelioma. 
The inguinal nodes were not involved. 

Dr. Green said that in a future operation of this kind he thought 
it would be preferable to split the scrotum sagitally, and insert the 
urethra into the posterior angle of the wound thus made. In this case, 
the button-hole opening made in the perineum showed a tendency to 
contract. 


RESECTION OF THE HEAD OF THE ULNA FOR ANTERIOR 
DISPLACEMENT ACCOMPANYING UNREDUCED 
COLLES’S FRACTURE 


Dr. Douc.Las presented a man, forty years old, a machinist, who 
came under observation on July 21, 1913, suffering from a fracture of 
the lower end of the right radius, with an accompanying anterior dis- 
location of the head of the ulna. The injury was of two months’ 
duration, and the arm had been put up in a plaster case. 
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ACTINOMYCOTIC SUBPHRENIC ABSCESS 


Examination showed a slight silver-fork deformity, with the head 
of the ulna displaced anteriorly. A radiograph was made, which showed 
the head of the ulna impinging on the carpus, producing considerable 
limitation of motion. The hand was in the position of supination, and 
there was almost complete loss of pronation. Flexion was limited to 
160 degrees ; extension was slightly limited. 

Operation: On August 15, 1913, Dr. Douglas excised about an 
inch of the lower end of the ulna subperiosteally. The patient left the 
hospital a week later, and his recovery was uneventful. At the present 
time there was very little deformity; pronation and supination were 
normal, flexion was slightly limited and there was good function in 
the hand and wrist. 


ACTINOMYCOTIC SUBPHRENIC ABSCESS 


Dr. JoHN DouGLas presented a woman, fifty years old, a Canadian 
by birth. She was married and had had two miscarriages ; no children. 
The history she gave was that for five years she had suffered from a 
hacking cough. Her sputum had been examined for tubercle bacilli, 
with negative results. Several years ago she had a phlebitis of the left 
leg, and two years ago she began to suffer from pain in the left knee. 
Last summer, while in Baltimore, this pain became more severe, where, 
on July 4, 1913, she was operated on for a “ hypertrophic arthritis.” 
No pus was found, but following the operation she had a second attack 
of phlebitis and her general convalescence was stormy. She had severe 
pain, which she referred to the upper abdomen, especially the right 
hypochondrium, and remained in the hospital for two months. 

After returning to her home in New Jersey she continued to have 
an irregular temperature, which sometimes went as high as 104.5°. She 
also had a dry, hacking cough, with pain under the left costal arch. 
When Dr. J. F. Bell first saw her, in November, 1913, the cough and 
pain persisted, with a temperature ranging between Io1 and 104°, and 
night sweats. The pulse rarely went above Ioo and the respirations 
were below 28. 

A physical examination at this time showed nothing but dulness and 
diminished breathing and voice sounds over a small area at the base of 
the left lung, posteriorly. There were no rales; no expectoration. A 
blood count showed a slight increase in the leucocytes (13,100), with 
86 per cent. of polynuclears. Subsequently, the blood showed 26,000 
leucocytes, with 70 per cent. of polynuclears. The patient had lost 
twenty pounds in weight since the preceding July. A radiograph showed 
no distinct shadow, but the arch of the diaphragm was slightly higher 
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than normal on the left side, and fluoroscopic examination showed 
diminished excursion of the diaphragm. After several attempts at 
exploration with the needle, pus was found by Dr. E. Libman, who 
saw the case in consultation, but it was not determined whether it came 
from above or below the diaphragm. This pus was sterile on exami- 
nation by smear and culture. On November 19 the blood showed 10,000 
leucocytes, with 65 per cent. of polynuclears. The patient’s tempera- 
ture at this time was 103.5°; pulse, 88; respirations, 26. 

On November 25, 1913, under local anesthesia, Dr. Douglas resected 
about an inch and a half of the tenth rib in the postaxillary line. Upon 
reflecting the pleura upward, the diaphragm was found to be thickened, 
indurated and inflamed, and pus was obtained with the needle from 
below the diaphragm. The latter was therefore incised, opening into 
an abscess cavity containing about an ounce of pus. A small section 
of the wall of the cavity was removed for examination. \ The pus was 
found to be sterile, but an examination of the section showed the 
presence of actinomyces. 

The temperature gradually fell after the operation, arid the patient 
left the hospital on the sixteenth day. She was given potassium iodide, 
fifteen grains three times a day. She now has no temperature and the 
wound has almost healed, except for a small superficial area. 

This case was shown, Dr. Douglas said, because of the rarity of 
abdominal actinomycosis. According to Frazier, in Keen’s Surgery, 
71 per cent. of these cases were fatal. Frazier also made the state- 
ment that from 50 to 60 per cent. of all the abdominal cases originated 
in the region of the czecum, and that all cases of abdominal actinomy- 
cosis originated in the gastro-intestinal tract. Both Mayo Robson and 
Trinkler have reported cases of primary actinomycosis of the stomach. 
Mayo Robson’s case died, while that of Trinkler recovered. Pohl, in the 
Zeitschr. f. Chir., September, 1912, reports one case and was only able 
to find reports of four other cases, three of which he considers doubtful. 
In this case, Dr. Douglas said, the origin of the infection could be only 
a matter of speculation. 


HOUR-GLASS CONTRACTION OF THE STOMACH: FIVE CASES 


Dr. WiLLi1AM A. Downes said that in presenting these patients he 
wished to emphasize the fact that in no case were the X-ray findings 
alone accepted as the indications for operation. The usual laboratory 
and bed-side tests were made in all of the cases excepting those proce- 
dures which seemed to be contra-indicated on account of the presence 
of acute symptoms. The results of those examinations had been 
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HOUR-GLASS CONTRACTION OF THE STOMACH 


omitted from this report for the sake of brevity. The reason for these 
remarks was the fact that all surgeons appreciated how frequently 
spasm of the stomach had given rise to pseudo-hour-glass contraction, 
and in the earlier cases had occasionally led to unnecessary operation. 

These five cases, together with a sixth more recent case, which would 
be referred to and the X-ray findings of which would be shown, illus- 
trated the various types of operation which were suitable for the con- 
dition under discussion. 

In the first two cases, gastro-enterostomy seemed unquestionably the 
proper procedure, as it met the indications: 1.e., the ulcers were healed, 
the pylorus was patent, the distal pouch was perfectly able to empty 
itself, while the cardiac pouch was sufficiently large to permit of the 
anastomosis. 

In the third case the ulcer was an active one and was so situated 
that it seemed wisest to attempt its removal. In the presence of a 
patent pylorus, therefore, an excision was done, with gastroplasty. 
That this corrected the deformity only in part was shown by the subse- 
quent X-ray. This case would be followed with interest because of 
the fact that in many instances these contractions tended to recur after 
plastic operations of this type. 

In the fourth and fifth cases gastrostomy was performed, as the 
conditions seemed to be best met by the use of this procedure. The 
two pouches, which were of nearly equal size, were united by very 
large openings, so situated that practically the continuity of the greater 
curvature was restored. In both instances the pylorus was open, and 
the stomach, at the site of the healed ulcer, was adherent to the under 
surface of the liver by dense adhesions which it seemed unwise to 
separate. 

In the sixth case a complete resection of the middle segment of the 
stomach, including the ulcer, was done, with circular suture of the 
remaining portion of the stomach; namely, a mediogastric resection. 
Convalescence up to this time, ten days after operation, had been uninter- 
rupted. 


CasE I.—This patient was a girl of fourteen, who was admitted 
to St. Luke’s Hospital on June 6, 1913, with a history of vomiting 
and loss of flesh. At the time of her admission her weight was 
50 pounds ; she was vomiting all solid food and for several months 
had been able to retain only milk and raw eggs. The blood showed 
58 per cent. of hemoglobin. The Wassermann reaction was 
highly positive. An X-ray examination showed the stomach to 
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be remarkably distorted, and divided into two pouches. Of these, 
the larger was the cardiac, which represented one-third the size of 
the normal stomach. A narrow, tortuous channel connected this 
pouch with the pyloric, which was very small. 

On account of the extreme emaciation and almost complete 
obstruction, an immediate operation was advised, with the inten- 
tion of beginning specific treatment as soon as convalescence was 
established. Consequently, on June 12, a posterior gastro-enter- 
ostomy was done. The jejunum was united to the cardiac pouch 
with considerable difficulty. At the time of the operation it was 
found that the right half of the stomach, with the exception of a 
very narrow channel along the lesser curvature leading to a small 
pouch at the pylorus, had been changed into a cicatricial mass. 

Feeding was begun twelve hours after operation, commencing 
with small quantities of clear broth and water. Convalescence 
was uninterrupted, no vomiting taking place until the tenth day. 
By that time the amount of food had been increased from six to 
eight ounces at each feeding. The recurrence of vomiting was 
puzzling, and was only explained after the taking of another 
series of X-ray pictures, when it was observed that an eight- 
ounce bismuth meal not only produced distention of the cardiac 
pouch, but also marked dilatation of the lower cesophagus, indi- 
cating that there was an effort on the part of the cesophagus to 
compensate for the reduced size of the stomach, and the vomiting 
was more in the nature of regurgitation. After the quantity of 
food was reduced to four ounces, the vomiting ceased and the 
patient went on to recovery. Mixed treatment and salvarsan was 
begun two weeks after operation and continued up to the present 
time. 

While the patient had gained only a few pounds in weight, 
she was now able to eat all kinds of food, and felt practically 
well. The X-ray showed that all the food now passed through 
the new opening. 

Case II.—The patient was a woman of fifty, who was ad- 
mitted to the hospital on August 29, 1913, complaining chiefly of 
pain in the epigastrium, with vomiting after meals. This condi- 
tion had been more or less acute for the past five months, and 
dated back, intermittently, for a period of twenty years. During 
that time she had been treated in various hospitals for stomach 
and gall-bladder trouble, and five years ago she was operated on 
for suspected gall-stones, which were not found, and she re- 
mained unrelieved. The patient was poorly nourished. 

An X-ray was taken which showed the stomach to be divided 
into two compartments of about equal size. The pylorus was 
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HOUR-GLASS CONTRACTION OF THE STOMACH 


patent, and the distal pouch was emptied in the normal time limit. 
There was, however, considerable retention in the upper pouch 
at the end of six hours. 

On operation, which was done on September 15, a marked 
degree of hour-glass contraction of the stomach was found. A 
mass of omentum was caught up over the middle of the stomach, 
and was adherent to the lesser curvature and the under surface 
of the liver. This omental adhesion was divided, and the channel 
connecting the two pouches was found to be very tight, scarcely 
admitting the tip of the finger. The cardiac pouch was readily 
brought into the wound, rendering it quite easy to perform a 
posterior gastro-enterostomy, which seemed to cover the indica- 
tions in this case. 

Case III.—The patient was a woman, thirty-four years old, 
who was admitted to the hospital on October 15, 1913, complain- 
ing chiefly of pain in the epigastric region. This pain came on 
directly after eating; it persisted for about an hour and radiated 
to the left shoulder. Recently, even the ingestion of milk or 
water had brought on the pain. She had had occasional spells 
of vomiting, and at times the vomitus contained blood. This con- 
dition extended back for a period of eighteen years, although the 
acute symptoms were present for only six or eight weeks. The 
patient was much emaciated, weighing about 110 pounds. 

The X-ray showed a penetrating ulcer about the size of a ten- 
cent piece, situated near the centre of the lesser curvature, with 
a constriction of the stomach dividing it. This constriction was 
not regarded as having any special bearing on the clinical features 
of the case, as both pouches were emptied within the normal limit 
of time. The operative indications were those of an active ulcer. 

Operation, October 21: The ulcer was excised by removing 
an elliptical portion of the lesser curvature running in the long 
axis of the stomach, and suturing the rent thus made in the 
opposite direction; that is, the line of suture running at right 
angles to the incision. In this way it was hoped to overcome the 
tendency toward the development of stricture. 

The patient’s convalescence was uneventful, but an X-ray 
picture, taken two weeks after operation, showed there was still 
a tendency to contraction. The channel connecting the two 
pouches appeared to be about trebled in width by the operation ; 
that is, increased from one to three inches. 

In this case, Dr. Downes said, there was some danger that the 
scar might become adherent posteriorly and to the under surface 
of the liver, with a resulting contraction of the stomach. For 
that reason it might have been expedient to add a gastro-enter- 
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ostomy. However, the operation was a long and tedious one, 
and he felt that by keeping the patient under observation he might 
be able to do the second operation should it become necessary. At 
the present time the patient was in better health than she had been 
for years; she had gained much weight and was able to eat almost 
anything. 

Case IV.—The patient was a woman, forty-five years old, 
who was admitted to the hospital on January 4, 1914, with the 
history of pain and a burning sensation in the stomach, usually 
coming on an hour after eating. This pain was relieved by vom- 
iting. The appearance of the patient led to the suspicion of 
malignant disease. She had lost much flesh and showed a distinct 
pallor. She was the mother of eight children, and had a marked 
diastasis of the recti muscles. 

The X-ray in this case showed the stomach to be divided into 
two pouches of almost equal size, with a very small channel con- 
necting the two. There was considerable retention in the upper 
pouch after the ingestion of a bismuth meal. In one of the 
series of pictures there was also retention in the lower or pyloric 
pouch, which suggested obstruction at the pylorus. However, 
in a subsequent series, this pouch entirely emptied itself, and the 
previous retention was attributed to a spasm of the pylorus. 

At operation, a marked hour-glass contraction was found. It 
occupied the middle of the stomach, and was apparently the re- 
sult of a healed ulcer. The pylorus easily admitted the end of the 
thumb. The adhesions between the lesser curvature and the under 
surface of the liver were very extensive, and it seemed unwise to 
separate them. The two pouches were easily brought together, 
and were so placed as to unite them at their most dependent point, 
thus restoring the continuity of the greater curvature of the 
stomach. 

The patient made a satisfactory recovery, and a series of 
X-ray plates, taken three weeks after the operation, showed that 
the stomach was readily emptying itself, and that the patient’s 
condition was apparently entirely relieved. 

Case V.—This patient was shown to illustrate a late result in 
a case of hour-glass contraction which had been operated on by 
Dr. Downes in December, 1908. In this case, which had already 
been reported at a previous meeting of the Society, the condi- 
tions resembled somewhat those found in Case IV. A gastro- 
gastrostomy was done. Since the operation, the patient had 
gained 40 pounds in weight, she was able to perform her usual 
duties, which were those of a house-maid; she was free from all 
pain and discomfort, and was able to eat all sorts of food. 
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After operation. 





Excision of stomach, gastro-enterostomy. 








CARCINOMA OF THE C/ECUM 


CARCINOMA OF THE STOMACH GRAFTED ON AN ULCER BASE 


Dr. FRANK S. MATHEWS showed a man, sixty years old, on whom 
he did a partial gastrectomy seven months ago. The stomach had a 
normal acidity, and in consequence a diagnosis of ulcer had been 
made. The stomach showed two large, deeply excavated and indurated 
ulcers, and considering the patient’s age and the appearance of the 
ulcers, Dr. Mathews treated the case as one of carcinoma. The 
original pathological report was ulcer, but subsequently undoubted 
carcinoma was found in the associated lymph-nodes, after which a 
second search revealed carcinoma in the wall of the ulcer. 

Too much dependence, the speaker said, should not be placed on a 
normal acid finding in a stomach. This case was the type of stomach 
cancer that had an excellent chance for cure. This patient left the 
hospital in the third week, and had gained thirty pounds in weight since 
the operation. 

The X-ray pictures were made by Dr. Le Wald before and after 
operation. 

Dr. KAMMERER recalled a similar experience where he did a resec- 
tion for a tumor of the stomach. The growth seemed to be of inflam- 
matory origin, and pathologically it was reported to be benign. Some 
adjacent enlarged glands that had been removed at the time of the 
operation were then examined and at one point showed evidences of 
malignancy, and subsequently, after many sections were examined, 
carcinomatous areas were also found in the original growth. Such 
cases showed the importance of making many sections of suspicious 
tumors in this region, lest their possible malignant nature should be 
overlooked. 


CARCINOMA OF THE C#ZCUM, WITH OBSTRUCTION 


Dr. MATHEWS presented a man, fifty-five years old, who was 
admitted to the hospital with signs of incomplete intestinal obstruction. 
At operation, the obstruction was found in the lower portion of the 
ileum, where it was adherent to a carcinoma in the ascending colon. 
In exploring the growths, a perforation occurred in the friable wall of 
the ileum, with discharging of intestinal contents. The ascending colon 
and the lower two feet of the ileum were removed, and the continuity 
of the gut restored by lateral anastomosis. No leakage followed, but 
there was severe wound infection, the result of soiling with intestinal 
contents. Dr. Mathews said that this complication, which he had also 
seen occur with fatal results in a second similar case, emphasized the 
importance of handling these growths with great care in order to avoid 
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injury, and in future he would be content to do an anastomosis around 
the growth, subsequently doing a resection in the absence of obstruc- 
tion. It was difficult to avoid soiling and some infection when resec- 
tions were done in the presence of obstruction. 

This patient had gained 45 pounds in weight since the operation, 
eight months ago, but there were now signs of recurrence in the wound. 


SARCOMA OF THE MESOSIGMOID. 


Dr. MATHEWS presented a patient, a woman of fifty-five, who was 
admitted to the hospital with a pelvic tumor which was thought to be 
a fibroid, with adherent intestine. A growth double the size of an 
adult fist was found in the mesosigmoid, and adherent to the bladder. 
A resection of twelve inches of sigmoid was made, with end-to-end 
anastomosis. Following the operation, a fecal fistula persisted for 
several weeks. The growth proved to be a circumscribed spindle- 
celled sarcoma lying in the mesentery, but intimately related to the wall 
of the gut and probably originating from it. 

This patient had gained twenty pounds in weight since the opera- 
tion, six months ago. Because of the involvement of the bladder wall, 
a recurrence might be confidently expected. 


ANNULAR CARCINOMA OF THE PELVIC COLON 


Dr. MATHEws presented a woman, forty-two years old, upon whom 
he operated five months ago for a carcinoma just above the pelvic floor. 
A segment of the gut was removed, together with some enlarged 
glands in the hollow of the sacrum. The latter showed no malignant 
involvement. It would have been well-nigh impossible in this case, 
the speaker said, to make a suture restoring the gut on the pelvic floor ; 
hence a very large rubber drainage tube was inserted in the oral seg- 
ment, and the gut was inverted about it, as was usually done with a 
tube in the gall-bladder. Sutures were then placed in the outer coats 
of the gut, attaching it to the rubber tube. When this was done, only 
peritoneum was exposed. The tube was then passed into the lower 
segment of the gut and out at the anus. A number of sutures were 
then placed around the tube, uniting the two segments of gut. Finally, 
by traction on the protruding end of the tube, the anastomosis was 
drawn down snugly on to the pelvic floor, and the upper segment partly 
invaginated into the lower. The tube came out on the eighth day, 
and the bowels moved on the following day. There was primary 
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STEINMANN’S NAIL EXTENSION METHOD 


union, the patient was out of bed on the twelfth day and was dis- 
charged within three weeks. Since the operation she had gained con- 
siderable weight, she looked well, and there were no evidences of 
cicatricial contraction at the point of anastomosis. 


STEINMANN’S NAIL EXTENSION METHOD IN FRACTURES 


Dr. H. H. M. Lyte presented three such cases. The first was that 
of a fracture of the lower third of the femur, of one month’s standing, 
with two and a half inches shortening. The patient was a man, thirty- 
five years old, who had sustained a transverse fracture of the lower 
third of the left femur, and a comminuted fracture of the left tibia. 
The patient had been under treatment for a month in another hospi- 
tal, the treatment having consisted in the use of traction (15 pounds) 
and an inclined plane. 

On admission to St. Luke’s Hospital the patient had a marked 
lateral and anteroposterior deformity, with two and a half inches short- 
ening. The exact conditions were represented in the accompanying 
X-ray plate (Fig. 3). 

On January 12, 1914, a Steinmann nail was inserted through the 
lower end of the femur, a 26-pound weight was applied, and the limb 
placed on a Zuppinger splint, the angle at the knee being 135 degrees. 
Ten days later the lateral deformity was overcome, and the shortening 
had been reduced to half an inch (Fig. 4). Twenty-seven days later 
the actual shortening was half an inch. Attempts to correct the posterior 
displacement having failed, an open operation was done. The complete 
reduction of the fragments was prevented by the interposition of a 
small portion of muscle tissue, and on removing this the bones readily 
slipped into place (Fig. 5). 

The Steinmann pins were used for 43 days, seventeen days preced- 
ing the open operation and 26 days afterward. They gave rise to no 
pain nor discomfort (Fig. 6). 

Dr. Lyle’s second case was one of compound, comminuted fracture 
of the tibia and fibula treated by a Steinmann pin inserted through 
the os calcis. 

The patient was a woman, thirty-six years old, weighing 240 pounds, 
who had sustained a compound, comminuted fracture of the left tibia 
and fibula. On examination, both bones were found projecting through 
the skin. The patient was immediately taken to the operating room, 
the wounds were disinfected and the fragments reduced. A Steinmann 
pin was inserted through the os calcis, and ten pounds of traction 
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maintained for nineteen days. The weight was then removed and 
moulded plaster splints applied. 

Dr. Lyle’s third case was one of infected, compound, comminuted 
fracture of the left tibia and fibula. 

The patient was a man, forty-seven years old, who had sustained 
a severe compound, comminuted fracture of the left tibia and fibula. 
On admission to the hospital, the lower ends of the upper fragments 
were projecting through the skin, and a loose portion of the fibula, 
two inches in length, was protruding through a separate posterior 
wound. The wound was infected. 

After disinfection of the wounds, the loose fragment was removed 
and bridge-plaster splints were applied. The loss of bone and the 
spreading infection made it impossible to maintain anything like the 
correct position of the limb, and the dressings were difficult and ex- 
tremely painful. Ten days of hiccoughing, combined with the infec- 
tion and pain, made the patient’s condition distressing. It was finally 
decided to remove the splints, pass a Steinmann pin through the os 
calcis and establish traction. This was done, and a 15-pound weight 
applied. With this, the pain ceased, there was better drainage, dress- 
ing was made easier, and within three days the hiccoughing was con- 
trolled. The loss of the portion of the fibula necessitated the continua- 
tion of traction for two months. 

In inserting the Steinmann pin, Dr. Lyle said, four cardinal points 
were to be kept in mind, namely: the pin must not pass through the 
fracture hematoma, the medullary canal, the joint nor the epiphyseal 
line. 

The above cases were presented to show the value of this method 
in compound fractures, and in the late correction of deformities re- 
sulting from badly treated fractures. 


CYSTIC HYGROMA OF THE NECK: EXCISION 


Dr. LYLE presented a child, twenty months old, with a large, multi- 
locular cystic swelling of the neck. The patient was one of twelve 
children, six of whom had died in infancy. The history obtained from 
the parents was that the child had a small swelling of the neck, about 
the size of a walnut, since birth, and this had remained quiescent until 
recently, when, after a superficial inflammation, it steadily increased 
in size until it had attained its present proportions. 

On admission to Dr. Lyle’s service at St. Luke’s Hospital there was 


a large, multilocular, pyriform, cystic mass, extending anteriorly to the | 


midline, posteriorly to within one inch of the spine, above to the ramus 
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UNUNITED FRACTURE OF THE CLAVICLE 


of the jaw and the mastoid, while below it passed over the clavicle. 
The central skin showed a superficial inflammatory patch the size of 
the palm of the hand. There was an impulse on coughing. The left 
pupil was slightly contracted. The X-ray showed an indefinite shadow 
behind the sternum. Both the Wassermann and von Pirquet tests 
were negative (Fig. 7). 

On account of the inflamed condition of the skin, operation was 
postponed for two months, and during this period the tumor steadily 
increased in size. At operation a large cystic, multilocular hygroma 
was excised. The tumor had burrowed between the deep muscles of 
the neck, had crossed the median line to the anterior border of the 
opposite sternomastoid, and passed downward behind the sternum for 
a distance of two inches. Pathological examination proved it to be a 
multilocular cyst lined with endothelium. The patient made an un- 
eventful recovery. 

Dr. Lyle said that Dr. Charles N. Dowd had presented two ex- 
amples of this type of tumor to the Society, and had reported four. 
Dr. Downes and Dr. Mathews had also shown cases, the former an 
extensive hygroma of the axilla and the latter a hygroma of the neck. 

Dr. CHArLes N. Down said he was chiefly interested in the com- 
parative frequency with which these cases of hygroma were now being 
reported. When he operated upon his first patient a year and a half 
ago, he was unable to find any one who had seen a similar case, but 
since that time several cases had been reported. It was highly impor- 
tant that a prompt nitrate of silver stain of the wall of the cyst should 
be made, so as to determine the character of its lining. 


UNUNITED FRACTURE OF THE CLAVICLE OF ONE YEAR’S 
STANDING, TREATED WITH A BONE GRAFT AND 
BLOOD INJECTIONS 

Dr. LYLE presented a sailor, thirty-three years old, who sustained 
a fracture of the clavicle fourteen months ago. He had been treated 
for this in a hospital in England for four weeks, and afterward for 
seven weeks as an outpatient. When he came to St. Luke’s Hospital 
he complained of restricted motion and loss of power in the left shoul- 
der. Examination revealed an old, ununited fracture at the junction 
of the middle and outer thirds of the left clavicle. The inner fragment 
was displaced above the outer, and both were freely movable. 

At operation, after freeing the ends, they were freshened and 
brought into apposition. A bone graft, 6 by 1.5 cm., was removed from 
the left tibia and applied as a splint to the clavicle. The graft was 
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fastened in place by kangaroo tendon sutures passed through the graft 
and clavicle. Twenty-seven days after the operation, the graft, having 
become displaced upward and producing a pressure necrosis on the 
skin, was removed. It was smooth and clean and apparently viable, 
indicating that bone regeneration had already begun. The extension 
wound healed in a few days, and a week later blood injections, ac- 
cording to the Bier method, were begun. From fifteen to twenty cubic 
centimetres of blood were given weekly for four weeks. The patient 
now had perfect functional use of the arm and shoulder. The shoulder 
was strong, and there was bony union. 

Dr. Lyle said that in this situation, where the soft parts were thin 
and it was hard to secure immobilization, a bone graft should not be 
used as a splint, but rather as a means of stimulating bone growth. 
This was the chief therapeutic value of the graft. The speaker said 
he had obtained better results from the use of thin bone grafts than 
from thick ones, and he had found that blood injections were valuable 
in stimulating latent osteogenesis. 


HASMOLYTIC JAUNDICE WITH CHOLELITHIASIS 


Dr. WALTON MARTIN presented a woman, twenty-one years old, 
who had been referred from the medical division of the hospital on 
December 8, 1912, for splenectomy for hemolytic jaundice. She 
showed the characteristic features of this interesting symptom-complex, 
t.e., slight jaundice, enlargement of the spleen, recurrent attacks of 
abdominal pain, with moderate anemia. A blood examination gave 
3,200,000 red cells, 6500 white cells and 65 per cent. of hemoglobin, 
with increased fragility and reticulation of the red cells. The urine 
was free from bile and the stools were normal in color. The patient 
was well nourished and did not look ill. The symptoms she gave dated 
back about three years. 

On opening the abdomen in the middle line, the spleen was found 
slightly enlarged, with a few adhesions between it and the diaphragm. 
The gall-bladder, which was small, was filled with thickened bile and 
contained three large calculi and many small ones. The gall-bladder 
was incised, the stones removed and a drainage tube inserted. When 
the patient left the hospital, a month later, the gall-bladder sinus had 
closed. 

About three weeks later she was re-admitted suffering from violent 
epigastric pain, with rigidity and tenderness over the upper abdomen 
and the feeling of a mass beneath the incision of her former operation. 
On January 30, 1913, the old cicatrix was excised and the gall-bladder 
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exposed, freed from its numerous adhesions and removed. It showed 
evidences of a severe acute cholecystitis. The patient’s further re- 
covery was uneventful, and she left the hospital about three weeks later. 

Since her discharge she had been fairly well, but was stili slightly 
jaundiced. The blood picture was unchanged, she had hemolytic jaun- 
dice, but she was up and about and was able to make her living, and her 
condition suggested the pithy saying of Chauffard regarding these 
patients that “ they are jaundiced rather than sick.” 

Dr. Martin said he had presented this patient in view of the number 
of cases now being reported of a cure of this condition by splenectomy. 
In this instance he thought it was more important to remove the gall- 
stones than the spleen, for, as Tileston and Griffin, writing in 1910, 
said, “ Attacks of abdominal pain resembling biliary colic have been 
observed in a large proportion of cases, and have been supposed to be 
caused in some mysterious way by the disease itself.” In two of their 
cases, stones were removed at operation, and in both cases where an 
autopsy was secured stones were found in the gall-bladder. 

Dr. Lye said he saw a similar case in consultation last spring. 
In that case there was a family history of jaundice, three members of 
the family, aged respectively, seventy-two, sixty-one and fifty years, 
having suffered from this hemolytic type of the disease. In his case, 
Dr. Lyle said, he refused to operate. 


CARCINOMA OF THE GALL-BLADDER INVOLVING THE DUCTUS 
CHOLEDOCHUS 


Dr. WALTON MARTIN presented a man, fifty-three years old, who 
was admitted to St. Luke’s Hospital on November 8, 1913, suffering 
from persistent jaundice, with loss of flesh and strength, and pain in 
the right hypochondrium. On examination, a small rounded mass 
could be felt on the right side near the ninth and tenth ribs. This 
moved with respiration. The margin of the liver could also be pal- 
pated. A diagnosis of carcinoma obstructing the common duct was 
, made, and a cholecystenterostomy advised. 

Upon opening the abdomen, the gall-bladder was found distended 
with a brownish, mucopurulent material. In the region cf the ampulla 
there was a hard mass, evidently a carcinoma, involving this portion 
of the gall-bladder and the adjacent portion of the common duct. 
There were two large, hard lymph-glands close to the duct, and the 
head of the pancreas felt enlarged and hard. On account of the ob- 
struction in the cystic duct it seemed that the removal of the gall- 
bladder and the establishment of a permanent biliary fistula was the 
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only procedure which would offer even temporary relief to the patient. 
The gall-bladder, a small segment of the adherent common duct and 
the neighboring lymph-glands were thereupon removed. 

The patient made an uneventful convalescence. The bile escaped 
by the fistula established at the operation, about thirty ounces in the 
course of twenty-four hours. The patient gained in weight and was 
free from pain, and when he left the hospital, at the end of three weeks, 
a receptacle was arranged to receive the discharging bile. About three 
weeks ago this sinus closed spontaneously, the bile again passing into 
the intestine, a passage having apparently been established. The im- 
provement in this case was of course only temporary, but the patient 
was at present in good health, without any fistula and free from jaun- 
dice. Pathologically, the mass removed showed carcinoma of the 
gall-bladder and the lymphatic glands. The re-establishment of a 
passage for the bile after a portion of the duct had been removed 
seemed very interesting. 


CHOLELITHIASIS WITH PERFORATED DUODENUM: 
HASMATEMESIS 


Dr. Martin presented a woman, sixty years old, who was admitted 
to the hospital on March 21, 1913, with the history that a week before 
that date she had begun to vomit blood, at first only in small quantities 
but gradually becoming more profuse until the day of her admission, 
when she vomited large quantities of clotted blood and also passed 
blood at stool. She said that about a year ago she had a sharp attack 
of pain which had been pronounced gall-stone colic. Excepting for this 
attack she had always been in good health. 

Upon admission, she looked pale and very weak. Her pulse was 
rapid and feeble, the hemoglobin was 40 per cent. On deep palpation, 
there was tenderness to the right of the epigastrium. On the two follow- 
ing days she vomited blood and passed some by the bowel, but in small 
amounts. Her general condition improved and an operation was 
advised. 

Upon opening the abdomen in the midline, the omentum was found 
adherent to the liver and gall-bladder. The latter was small, and en- 
tirely filled by a stone the size of an egg. The lowermost portion of 
the gall-bladder was adherent to the duodenum, and on separating these 
adhesions, two openings with everted mucosa could be seen in the duo- 
denum. The stone was removed, the perforations in the duodenum 
closed, and a posterior gastro-enterostomy performed. The patient 
made a satisfactory recovery and left the hospital three weeks later. 
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IMPACTED STONE IN THE COMMON DUCT 


Dr. MARTIN presented a woman, thirty-seven years old, who was 
admitted to the hospital on September 5, 1913, deeply jaundiced and 
looking ill. Five weeks before that she had had a severe attack of epi- 
gastric pain, with vomiting, and three days later jaundice had devel- 
oped. The jaundice had varied a little from time to time, but she had 
never been free from it. There was tenderness in the right hypochon- 
drium, and rigidity in the right upper rectus muscle. 

When the patient was operated on, three days later, the gall-bladder 
was found to contain many faceted stones. The common duct was 
dilated, and a mass of crumbling, soft material was found wedged in 
the lowermost part and extending to the papilla. The gall-bladder was 
incised and the stones removed. The common duct was then opened 
down to the duodenum and the friable mass removed with a scoop. 
This variety of impacted stone seemed to Dr. Martin to be of unusual 
interest, as it was soft and friable, and it was difficult to assure one’s self 
that none had been left. As in this instance the patient made a good 
recovery and was free from pain and jaundice, he assumed that the 
common duct had been entirely freed from this material. 
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TRANSACTIONS 


PHILADELPHIA ACADEMY OF SURGERY 


Meeting held on February 2, in conjunction with the 


Genito-Urinary Society 


Dr. Joun H. Gipson, President, in the Chair 


OBSERVATIONS ON THE DIAGNOSIS AND TREATMENT OF 
SEMINAL VESICULITIS 


Dr. B. A. THomAs and Dr. Henry K. Pancoast (by invitation) 
presented a paper with the above title, for which see page 313. 


THE HIGH FREQUENCY TREATMENT OF BLADDER PAPILLOMA 


Dr. A. A. UHLE presented a paper with the above title, for which 
see page 319. 

Dr. B. A. THomas said that his experience had covered between 
twelve and fifteen cases and about 35 or 40 tumors; the reason for this 
excess of tumors over cases is because in one case in which the bladder 
was markedly trabeculated, there were no less than twenty tumors, 
from the size of a millet seed to that of a grape, scattered universally 
throughout the bladder. Even in that case it was possible to remove 
all of the tumors by this method. Perhaps a word should be said con- 
cerning the static machine vs. the coil in the generation of the high 
frequency current. In the first case treated by him the static machine 
was used, Dr. Wm. L. Clark supplying the electricity. That was in 
September, 1910, and was the first case in Philadelphia subjected to 
this form of treatment. The result in this case, together with the re- 
ports of a number of subsequent cases, was published in Surgery, 
Gynecology and Obstetrics, April, 1912. 

Recently, in every case he had used the coil to generate the current, 
and so far as he could see, the effect is just as good as with the static 
machine, yet Dr. Clark claims the desiccating current can only be ob- 
tained with the static machine. With regard to recurrences, they have 
not been as frequent as by incisional treatment, but in one case there 
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have been two recurrences. By the high frequency current, when 
recurrences do occur, and he believed they were not prone to do so 
readily, the condition is amenable to a repetition of the same treat- 
ment, while there is a limit to the number of cutting operations which 
a patient can stand. 

Dr. Hitary M. CuristIAN called attention to the point brought out 
by Dr. Uhle regarding the importance of looking after cases of haema- 
turia, and regarding it not as a disease but as a symptom of some 
underlying condition, almost always some condition in the bladder 
itself. It is most difficult to determine malignant from benign papillo- 
mata of the bladder. In his opinion two or three of these cases recorded 
by Dr. Uhle as malignant tumors had better have been left alone had 
they not been treated by the high frequency current. He would have 
liked to have heard more about the subsequent condition of these 
patients. Are they symptomatically cured, or are they really cured? 
His own operative work on papilloma of the bladder had been unsatis- 
factory, and if this method opens up any real field for radical work it 
is certainly promising. 

Dr Tuomas C. STELLWAGEN, JR., said that in the clinic of the Jef- 
ferson Hospital Professor Hiram R. Loux and he had had several cases 
of papilloma of the bladder. The high frequency current used to treat 
these cases was generated by the coil type of apparatus. They had seen 
Dr. Clark demonstrate his static machine and they believe there is a 
difference in the mode of action of the current from the static machine 
and that from the coil machine. The current generated by the static 
machine will desiccate soap through a layer of delicate tissue paper 
without apparent injury to the paper. The current from the coil will 
not do this. 

A completely practical electrode is necessary for intravesical work. 
This they have not as yet found. They have used the one made by 
Wappler, to which Dr. Uhle refers. Two of them have lasted but a 
short time. The mechanical principle of this instrument is practical, 
but the insulation has been unsatisfactory. The amount of current 
necessary to destroy an intravesical growth is apparently sufficient to 
puncture the insulation. 

The treatment of papillomata of the bladder by fulguration is, in 
many cases, a radical and curative procedure. In the afore-mentioned 
series of cases there are four in which the growth has not returned 
after two years. Fulguration is particularly applicable to growths 
adjacent to or involving the trigone. In this situation a resection in- 
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volves very radical surgical procedures, such as transplantation of 
ureters, which are associated with a high mortality rate. Papilloma 
of the fundus, or dilating portion of the bladder, involving the deeper 
layers of the viscus and undergoing ulceration and necrosis, should, 
in our opinion, be removed by partial cystectomy. The involved wall 
and a portion of the apparently healthy surrounding tissue should 
always be resected with the growth. In such cases it does not seem 
possible to desiccate or fulgurate the affected area without danger of 
perforating the bladder and inducing peritonitis. To temporize with 
such a condition aggravates it and stimulates growth. These factors 
increase the danger of carcinomatosis. In Prof. Loux’s Clinic such 
a case died of metastasis to the liver and kidneys. In this clinic he 
had recently assisted in the resection of two papillomas, both of which 
involved the deeper layers of the bladder. In neither of these does he 
believe that fulguration would have sufficed. In one of these cases, 
after six months, there was a small recurrence in the line of incision; 
this has been treated by the Oudin current with some success. 

It is the practice of Prof. Loux to have every case of partial vesical 
resection carefully watched for any return of the growth. Upon the 
slightest intimation of any recurrence the area is fulgurated. This 
method they believe to be the most radical and the one that offers most 
for the subsequent cure of the case. It does not seem good surgery to 
allow a carcinomatous area to remain and expect no recurrence. Why 
could not the general surgeon expect a similar result in other regions 
such as the alimentary canal? He does not, and the man who cures 
cancer of the stomach is the radical surgeon; so the man who cures 
cancer involving the deeper structures of the bladder is the radical 
surgeon. 

Dr. E. H. Sirer said that he had had quite a little experience with 
fulguration and high frequency currents in papilloma of the bladder, 
and in answer to Dr. Christian’s question, he did not think it would 
cure carcinoma of the bladder, but it reduces the hemorrhage and 
lengthens life. As to papilloma, it removes it. Perhaps Dr. Stell- 
wagen has been in too much of a hurry, expecting to remove the papillo- 
mata in one application. One must have patience with the fulguration 
and the high frequency current must be applied a number of times. As 
a palliative measure, it has great advantages over cystectomy, in that 
the patient has not been subjected to the shock of an operation and the 
result is the same—that is, removal of the papilloma. Much cannot be 
expected of this treatment unless it is persisted in faithfully and 
patiently. 
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Dr. JoHN L. Lairp called attention to the fact that the apparently 
spontaneous disappearance of small papillomata on the treatment of 
adjacent growths is of frequent occurrence, and renders the direct 
treatment of such growths practically unnecessary. Whether this 
effect is due to transmission of the spark or its action through the 
intravesical medium or to trophic changes in the bladder wall, affect- 
ing the blood supply of the smaller growths, is not quite clear. He now 
had under treatment a case exemplifying this action. The patient 
was operated upon three years ago for a single large papilloma. There 
was a recurrence in the form of from thirty to forty smaller papillomata 
scattered over the entire bladder wall. At the first application of the 
high frequency current, all the larger growths on the left wall were 
treated. On examination two weeks later the larger growths had 
either disappeared or become much smaller and the smaller untreated 
tumors had entirely disappeared. Another illustrative case was that of 
a man with a diffuse papillary, villous growth extending over the 
anterior half of the trigone and into the deep urethra beyond the 
verumontanum. One treatment of a number of applications, certainly 
insufficient to reach directly all the tumors, produced a complete cure. 

Dr. A. A. UHLE (in closing) agreed with Dr. Thomas that the re- 
sults obtained with the coil apparatus are as satisfactory as with the 
static apparatus. There seems to be a difference in the immediate 
effects produced; with the static machine there is less sloughing and 
the detritus is more granular. Relative to the diagnosis one cannot 
state definitely whether the growth is malignant or benign. The ap- 
pearance of the growth, the character of its base, and the condition of 
the surrounding mucous membrane are factors which must be taken 
into consideration. A portion of the growth can very readily be re- 
moved for microscopic examination. It should also be remembered that 
benign tumors frequently become malignant if not removed, and that 
malignant recurrences frequently follow the removal of a benign growth. 
Early treatment is therefore essential. 

In reply to Dr. Christian relative to the condition of these patients 
after treatment he could state that the benign tumors were all cured 
with the exception of one who is still under treatment. The cystitis 
was aggravated in a few cases, particularly in one who had received 
21 previous treatments elsewhere. Atony of the bladder was respon- 
sible for this condition. The cystitis was relieved in a short time by 
appropriate treatment. 
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THE RELATION OF URETHRAL POLYP TO CHRONIC URETHRAL 
SYMPTOMS 


Dr. ALEXANDER RANDALL (by invitation) presented a paper with 
the above title, for which see page 325. 

Dr. Hitary M. Curistian recalled three cases of chronic anterior 
urethritis treated by himself by the ordinary high dilatation method, 
where the underlying factor in each case was a urethral polyp found 
by the urethroscope after five or six weeks of treatment with dilatation. 
He was very much interested to hear Dr. Randall’s points brought out 
associating the tumors in the posterior urethra with sexual neuroses. 
This is a very important matter and it is one that neurologists are in- 
clined to overlook and to put the patients down as maniacs or neuro- 
paths, while the probabilities are that underlying a large part of these 
men’s troubles there is some condition of the posterior urethra which 
the urethroscope will divulge. 

Dr. B. A. THomas related the history of a patient who had never 
had a neisserian infection. He was markedly neurasthenic. He was 
in the habit of urinating every few minutes, twenty to thirty times a 
day. Endoscopy revealed a definite tumor which even with the urethro- 
scope could be diagnosed as a solid tumor, a fibroma, situated on the 
posterior part of the verumontanum. After cocainizing it with 1o per 
cent. cocaine introduced through the sheath of Young’s prostatic punch, 
he then readily and painlessly removed the growth by means of this 
instrument. The symptoms at the present time are nil. 


HOW SHALL THE CLINICIAN INTERPRET THE WASSERMANN 
REACTION? 


Dr. W. M. MAckINNEY (by invitation) read a paper with the above 
title, for which see page 309. 
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